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Abstract 
Sexual Health Knowledge, Attitudes, and Beliefs Among Nurse Practitioners and 
Certified Nurse Midwives Who Work with Adolescents in Non-acute Care Settings 
Julia Minoia, WHNP, MSN 
Barbara Posmontier, PHD, PMHNP-BC 
 
Adolescents frequently experience perceived and actual barriers to sexual and 
reproductive healthcare related to confidentiality, access, and their relationship with 
healthcare providers. Advanced Practice Registered Nurses (APRNs) are well positioned 
to work with adolescents in a variety of non-acute care settings to provide preventative 
sexual healthcare services. No studies have recorded Nurse Practitioners’ (NPs) and 
Certified Nurse Midwives’/Certified Midwives’ (CNMs/CMs) adolescent sexual health 
knowledge, attitudes, and beliefs. The purpose of this study was to determine whether 
there were any differences between Women’s Health Nurse Practitioners 
(NPWHs)/CNMs/CMs whose educational programs have a concentration in sexuality, 
and APRNs from other specialties (ANPs, FNPs, PNPs, and PMHNPs) regarding 
knowledge, attitudes, and beliefs toward adolescents’ sexual health. The study used a 
cross-sectional, descriptive comparative design. A convenience sample was recruited 
through the National Association of Nurse Practitioners in Women’s Health (NPWH) and 
the Nurse Practitioner Association- New York State (NPA) e-newsletters and surveyed 
online with The Sex Knowledge Attitude Test (SKAT), the Sexuality Attitudes and 
Beliefs Survey (SABS), and the National Violence Against Women Survey (NVAWS) to 
assess sexual health knowledge, sexuality attitudes, beliefs about addressing adolescent’s 
sexual health, and personal experience of sexual violence. One open ended question 
elicited responses of qualitative data. Demographic data of participants (n = 204) were 
xi 
  
analysed and 171 participants finished the online survey. Multiple logistic regression 
analysis shows that the WHNP/CNM/CM group have significantly more positive beliefs 
about addressing adolescents’ sexual health than the Other NPs group, β  = -3.36, p = 
.003. Chi-square of attitude scores by region of the U.S. show that positive attitudes 
toward adolescent sexuality vary significantly with the South showing the least positive 
attitude scores (p < .01). Religion (not being Christian), β = 1.69, p = .04, and religiosity 
(frequency of attending religious services), β = -6.05, p < .0001, were significant 
predictors of adolescent sexuality attitudes. In addition, results of logistic regression of 
sexual health knowledge, and adolescent sexuality attitudes between the 
WHNP/CNM/CM group and the Other NPs group trends towards significance. The open 
ended question was analyzed using content analysis. Categories and constructs derived 
from respondents (n = 29, 17%) further support the quantitative findings, such as 
adolescents’ lack of access to comprehensive sexual health education and sexual health 
care services led by APRNs, discomfort in addressing adolescent’s sexual health, and the 
need for further adolescent sexual health education. Further research needs to be done 
with a larger sample size and more advanced knowledge questions for APRNs. 
Competency-based curriculum in the area of adolescent sexual health that promotes 
professional values and compassionate care in educational programs for APRNs is 
essential to improve adolescent’s access to sexual healthcare services and outcomes.   
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Chapter 1: Introduction and Overview 
Introduction 
Since the 1970s a significant amount of research has been conducted regarding 
sexuality knowledge and attitudes of health professionals using the Sex Knowledge and 
Attitudes Test (SKAT) developed by Leif and Reed (1972). Results surprisingly suggest 
that nurses have less knowledge about sexual health and hold more conservative attitudes 
about sexual behavior than other health professions graduates.  Research conducted by 
Magnan and Reynolds (2006) using the Sexuality Attitudes and Beliefs Survey (SABS) 
to assess nurses’ attitudes and beliefs about addressing hospitalized patients’ sexuality 
concerns identified two major barriers of nurses: 1) not making time and 2) believing that 
patients do not expect them to address sexual health. No studies have recorded Nurse 
Practitioners’ (NPs) or Certified Nurse Midwives’/Certified Midwives’ (CNMs/CMs) 
sexual health knowledge, sexuality attitudes, and sexual health beliefs. This absence in 
the literature has particular significance for adolescents who experience a number of 
sexual health needs, risks, and concerns. The importance of Women’s Health Nurse 
Practitioners (WHNPs) and CNMs/CMs addressing sexuality and sexual and 
reproductive health in non-acute care settings is emphasized in both Women’s Health 
Nurse Practitioner: Guidelines for Practice and Education (AWHONN & NPWH, 2014) 
and Core Competencies for Basic Midwifery Practice (ACNM, 2012). However, human 
sexuality and sexual health education and clinical experiences for advanced practice 
registered nurses (APRNs) are varied and the state of APRN education is rapidly 
changing. Only in WHNP and CNM/CM educational programs has there been a 
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significant concentration of theory and clinical practice in sexual and reproductive health 
of adolescents and adults.  
Background 
Although teen pregnancy, birth, and abortion rates in the United States (U.S.) 
have declined markedly from the peak in the early 1990’s, the teen pregnancy rate 
remains highest in the U.S. compared to other countries where complete statistics are 
available (Kost & Henshaw, 2014; Sedgh, Finer, Bankole, Eilers, & Singh, 2015). 
Initiation of sexual activity and unprotected sex are risk-taking behaviors that can have 
negative sexual health outcomes for adolescents of unintended pregnancy, early 
childbearing, and the acquisition of sexually transmitted infections (STIs), including 
human immunodeficiency virus/acquired immune deficiency syndrome (HIV/AIDS) 
(Kuzma & Peters, 2016; CDC, 2013, 2016a, 2016b). These negative sexual health 
outcomes contribute to significant social and economic consequences for adolescents, 
with high direct health expenditures to the public. Kuzma and Peters (2015) describe 
adolescents as a vulnerable population as they experience intense physical, intellectual, 
psychological, emotional, and sexual growth and development in the transition from 
childhood to adulthood, including sexual risk-taking behavior. In the U.S. adolescents 
frequently experience perceived and actual barriers to sexual and reproductive healthcare 
because of confidentiality concerns, difficult access, communication and trust of 
healthcare providers, and state and federal health policies (Kuzma and Peters, 2016).  
The Patient Protection and Affordable Care Act (ACA) 2010 increased the 
availability of preventative healthcare services for females, including contraceptive 
services and also authorized two federal grant programs  specifically for School-based 
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Health Centers (SBHCs) (August et al., 2016; Boonstra, 2015). This legislation was 
important to increase adolescents’ access to sexual health care services. However, not all 
funding was allocated to SBHCs to provide and manage primary care services which are 
usually staffed by APRNs and Physician Assistants (PAs). Furthermore, the full range of 
sexual and reproductive healthcare services among SBHCs vary around the nation, with 
some prevented from dispensing contraceptives on-site because of controversy about 
adolescent sexuality by some parents, schools or school boards, SBHC sponsor health 
agencies, and some health care providers (Boonstra, 2015). Another important source of 
sexual health care for adolescents comes from the Title X national family planning 
program that has supported health centers across the U.S. to deliver contraceptive 
services and related preventative health care since 1970 (Hasstedt, 2017). Title X-funded 
health care sites are required to maintain confidentiality of all clients, including 
adolescents. Although the Title X grant money cannot fund abortion, Title X-funded sites 
provide pregnancy testing, non-directive counseling, and referral for all pregnancy 
options, including abortion, to female adolescents and women (Hasstedt, 2017; Krisberg, 
2017). However, the sexual and reproductive health of adolescents in the U.S. continues 
to be a contentious issue in health politics and policy, and adolescents’ preventative 
sexual health care and access to sexual health services vary across regions of the country 
(Kuzma & Peters, 2016).   
A large number of the more than 222,000 NPs licensed in the U.S. are already 
practicing in primary care or non-acute care settings, such as physician offices, private 
practice, community clinics, family planning clinics, health centers, and school/college-
based health clinics (AANP, 2016).  In addition, many CNMs/CMs work in physician 
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offices, midwifery-owned practices, community health centers, family planning clinics 
and other nonprofit health agencies (Schuiling, Sipe, & Fullerton, 2010). It is clear that 
APRNs are already well positioned to work with adolescents in a variety of non-acute 
care settings to provide preventative sexual and reproductive health care services. As 
sexuality issues are core concerns in adolescent health, and with APRNs increasingly 
providing comprehensive primary health care services to this vulnerable population, the 
literature suggests that there is a need for APRNs to understand, appreciate, and commit 
to providing adolescent-friendly services that maintain confidentiality and promote 
effective communication with adolescents, in order to decrease barriers and improve 
adolescent sexual health outcomes (Kuzma & Peters, 2016). 
Furthermore, with nearly one in five women having experienced rape in their 
lifetime, with almost half of these with the first rape before18 years of age and as early as 
10 years of age (Breiding et al., 2014), APRNs should screen adolescent clients for 
sexual violence and intimate partner violence. It is likely that some APRNs who work 
with adolescents have personal experience with sexual violence. The experience of 
sexual violence as an influencing factor on some APRNs’ choice to work in the field of 
adolescent sexual health needed to be further explored.  
Purpose and Specific Aims  
The purpose of this study was to determine whether there were any differences 
between WHNPs/CNMs/CMs and APRNs’ from other NP specialties (ANP, FNP, PNP, 
and PMHNP) regarding knowledge, attitudes, and beliefs toward adolescent sexual 
health. This study is the first to explore APRNs’ adolescent sexual health knowledge, 
attitudes, and beliefs. The central hypothesis was that WHNPs/CNMs/CMs would have a 
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higher level of sexual health knowledge, more positive sexuality attitudes, and more 
positive sexual health beliefs toward adolescents, than APRNs from other NP specialties, 
because their educational programs contain more theory and clinical practice related to 
human sexuality and reproductive and sexual health. 
The specific aims and hypotheses for this project were to: 
1. Evaluate NPs’ and CNMs/CMs’ adolescent sexual health knowledge. Our working 
hypothesis was that there will be higher levels of adolescent sexual health knowledge 
in WHNPs/CNMs/CMs, than in Other NPs from other specialties.  
2. Explore NPs’ and CNMs/CMs’ adolescent sexuality attitudes.  Our working 
hypothesis was that there will be more positive attitudes regarding adolescent 
sexuality in WHNPs/CNMs/CMs, than in Other NPs from other specialties. 
3. Explore NPs’ and CNMs/CMs’ adolescent sexual health beliefs. Our working 
hypothesis was that there will be more positive beliefs about addressing adolescents’ 
sexual health in WHNPs/CNMs/CMs, than in Other NPs from other specialties.  
Definition of Terms 
 Sexuality. There is little agreement on a conceptual definition of sexuality. In 
2002 a working definition of sexuality was developed through a technical consultation on 
sexual health with collaboration between the World Health Organization (WHO) and the 
World Association for Sexual Health (WAS). Sexuality was defined in part as “a central 
aspect of being human throughout life and encompasses sex, gender identities and roles, 
sexual orientation, eroticism, pleasure, intimacy and reproduction. Sexuality is 
experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, 
behaviours, practices, roles and relationships” (WH O, 2006, p. 5). In an unpublished 
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concept analysis of sexuality (Minoia, 2009) the researcher identified seven defining 
attributes that occurred in common in literature across the health care professions of 
nursing, psychology, medicine, and allied health: relationships, togetherness, intimacy, 
communication, physical closeness, being present, and pleasure. In regards to the 
attribute of pleasure, an emerging and increasing consensus was identified that pleasure 
or pleasure-seeking is closely linked to sexuality, and that this attribute has been 
infrequently considered in research, programs, and in policy related  to sexual risk-
reduction (Brown et al., 2008; Higgins & Hirsch, 2007, 2008; Kleinplatz & Menard, 
2007).   
  Sexual Health. Sexual health as a concept emerged early in this millennium, and 
Giami (2002) in a review of the development of the concept summarized that “there is no 
international consensus on the concept of sexual health and its implementation in public 
health policies” (p. 3). However, a working definition of sexual health was developed 
through the collaborative technical consultation between WHO and WAS in 2002 for a 
global application (WHO, 2006): 
Sexual health is a state of physical, emotional, mental and social well-being in 
relation to sexuality; it is not merely the absence of disease, dysfunction or 
infirmity. Sexual health requires a positive and respectful approach to sexuality 
and sexual relationships, as well as the possibility of having pleasurable and safe 
sexual experiences, free of coercion, discrimination, and violence. For sexual 
health to be attained and maintained, the sexual rights of all persons must be 
respected, protected and fulfilled. (p. 5) 
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Adolescence and adolescent. Definitions for “adolescence” are varied. The 
World Health Organization (WHO) (2016) defines adolescence as “the period in human 
growth and development that occurs after childhood and before adulthood, from ages 10 
to 19”. The U.S. Department of Health and Human Services (2010) in Healthy People 
2020 uses the terms “adolescents” to include those ages 10 to 19 and “young adults” ages 
20 to 24. Adolescence is a developmental stage in the preteen and teenage years 
characterized by rapid physical, emotional and sexual change (CDC, 2016c). Gutgesell 
and Payne (2004) define adolescence as having three developmental stages: early (11-14 
years), middle (15-17 years) and late (18-22 years). In this study adolescents are defined 
as any female or male between 11-18 years of age. 
Significance of the Study 
The professions of nursing and midwifery are well positioned in non-acute care 
settings to take a lead in the focus area of adolescent sexual and reproductive health to 
meet the Healthy People 2020 goal and objectives for adolescent health (U.S. Department 
of Health and Human Services, 2010), and to establish adolescent-friendly health services 
as advocated by the World Health Organization’s (2012) Department of Maternal, 
Newborn, Child and Adolescent Health. Research demonstrates that APRNs can be 
substituted for physicians in a significant portion of primary health care with outcomes 
that are at least as comparable or enhanced, such as client satisfaction (Bauer, 2010; 
Laurant et al., 2009). This study will provide a better understanding of APRNs who work 
with adolescents in non-acute care settings and their sexual health knowledge, attitudes 
and beliefs related to addressing and meeting the sexual health needs of their adolescent 
clients. This knowledge can inform nursing and midwifery educational curricula and 
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allow APRNs and midwives as licensed/certified independent practitioners to help meet 
the goals of healthcare reform by providing quality cost-effective care to adolescents. 
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Chapter 2: Review of the Literature 
Introduction 
Despite the large numbers of APRNs who work with adolescents in non-acute 
care settings, such as family planning clinics, health departments, community health 
centers, school-based or college health centers, and private physician or APRN offices, 
barriers to sexual health services for adolescents remain (Kuzma & Peters, 2016). 
Barriers include adolescents’ concern for confidentiality and issues around 
communication and trust with their provider. For example, an adolescent may perceive 
the provider to be judgemental or distant, or have poor access to sexual health services 
because of difficulty with transportation, cost, or clinic opening times.  
WHNP/CNM/CM educational programs contain a significant concentration of theory and 
mentored clinical practice related to the sexual and reproductive health of adolescents 
and adults and may have more knowledge, less negative attitudes, and more positive 
sexual health beliefs than APRNs from other specialties. Identifying the variables that 
influence the adolescent sexual health knowledge, sexuality attitudes, and sexual health 
beliefs among WHNP/CNM/CM  vs. APRNs from other specialties, who are currently 
positioned to be the primary health care providers of adolescents, will help to inform 
APRN education and practice, to promote adolescent-friendly, comprehensive sexual 
health services for improved adolescent sexual health outcomes.    
 Thus, the purpose of this study was to determine whether there were any 
differences between WHNPs/CNMs/CMs and APRNs’ from other NP specialties (ANP, 
FNP, PNP, and PMHNP) regarding knowledge, attitudes, and beliefs toward adolescent 
sexual health. 
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Adolescent Sexual Health 
 
The theory-based cognitive constructs of adolescents’ knowledge, attitudes, 
beliefs, values, and expectations about sexual health have been identified in the literature 
as antecedents of adolescents’ intention of sexual behavior (Boyce, et al., 2006; Childs, 
Moneyham, & Felton, 2008; Gray, et al., 2008; Johnson, Rozmus, & Edmisson, 1999; 
Kirby, 2002; Ott & Pfeiffer, 2009). Initiation of sexual activity and  sexual risk-taking  
behaviors during the school and college years  can have negative sexual health outcomes 
for young people of unintended pregnancy, early childbearing, and the acquisition of 
sexually transmitted diseases (STDs), including human immunodeficiency virus/acquired 
immune deficiency syndrome (HIV/AIDS) (CDC, 2015a; 2016a; 2016c; Goldsberry, 
Moore, MacMillan, & Butler, 2016; Kuzma & Peters, 2016). Results from the Youth Risk 
Behavior Surveillance- United States 2015 (Kann et al., 2016) found that 41.2% had ever 
had sexual intercourse, 30.1% had had sexual intercourse in the last three months prior to 
the survey, 11.5% had had sexual intercourse with at least four people during their lives 
and among those students who were currently sexually active, about 43% did not use a 
condom with their last sexual intercourse. Moreover, 6.7% of students surveyed had ever 
been forced to have sexual intercourse against their wishes and among those dating or 
going out with someone during the previous year, 10.6% reported experiencing sexual 
dating violence. The prevalence of sexual violence was higher among female students 
than male students.   
Previous research suggests that teen pregnancies in the U.S. are most likely to be 
classified as unintended pregnancies (Santelli, Duberstein Lindberg, Orr, Finer & 
Speizer, 2009). The Guttmacher Institute’s ongoing surveillance of teen pregnancy in the 
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U.S. indicates that since their peak in the early 1990s, teen pregnancy, birth, and abortion 
rates have all markedly decreased (Kost & Henshaw, 2014). In 2010 the pregnancy rate 
was 57.4 per 1,000 among teen girls 15-19 years of age, a 15% decrease since 2008 when 
the rate was 67.8. This decline could be attributed to improvements in contraceptive use 
and the use of long-acting reversible contraceptive (LARC) methods especially in older 
teens (Kost & Henshaw, 2014), although overall LARC use rates (1.6%) are low for 
adolescents of all ages (CDC, 2016c).  Additionally, there are still wide and persistent 
health disparities among Black and Hispanic teens in the U.S., whose pregnancy rates are 
double that of non-Hispanic white teens. Although teen pregnancy rates declined in 2008-
2010 throughout all states, there are also significant disparities between states which may 
be attributed to differences in demographic characteristics, socioeconomic inequalities, 
knowledge of and access to quality sexual health education and sexual health services, 
and cultural attitudes toward adolescent sexuality and early childbearing (Kost & 
Henshaw, 2014; Sedgh et al., 2015).  
Of the nearly 20 million new sexually transmitted infections annually in the U.S. 
with health care costs of $16 billion, about half are among high school and college-aged 
young people 15-24 years of age (CDC, 2013). In 2014 there were increases in all three 
of the nationally reported STDs of chlamydia, gonorrhea, and syphilis, with nearly 1.4 
million cases of chlamydia, and both gonorrhea and chlamydia can lead to more serious 
health consequences for females than males (CDC, 2015b). The most common STD is 
the human papillomavirus (HPV) and most females and males who are sexually active, 
including young people, will acquire HPV infection in their lifetimes (CDC, 2014). 
However, in the U.S. the uptake for routine HPV vaccination among girls and boys 11 or 
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12 years of age is still low and far from the target of 80% coverage set in Healthy People 
2020. In 2014 approximately 22% of new diagnoses of HIV occurred among young 
people 13-24 years of age with most affecting young gay and bisexual males (CDC, 
2016b). Substandard sexual health education and youth risk-taking behaviors, such as 
low rates of condom use and screening, and alcohol and drug use pose challenges to 
prevention, which highlight the need for APRNs who work with adolescents in a variety 
of non-acute care settings to play a  key role in providing sexual health promotion, 
education, immunization, screening, diagnosis, treatment, follow-up and health advocacy 
(CDC, 2016c; Fontenot, Fantasia, Sutherland, & Lee-St. John, 2016; Goldsberry et al., 
2016; Kuzma & Peters, 2016).  
Nurses’ Sexual Health Knowledge, Attitudes and Beliefs 
Throughout the 1970s and 1980s the Sex Knowledge Attitude Test (SKAT) was 
used in numerous studies to examine the sexuality knowledge and attitudes of 
undergraduate and graduate health professional students, including nursing students and 
registered nurses (Leif, 1998). These study results were used to highlight the lack of 
adequate preparation of health professionals to assist patients with their sexual concerns, 
and to evaluate sexuality teaching interventions (Miller & Leif, 1979). In 1972 Leif and 
Payne (1975) used the SKAT to compare nursing students’ and nurses’ sexuality 
knowledge, and attitudes about heterosexual relations (premarital and extra-marital), 
acceptance of sexual myths, autoeroticism (masturbation), and abortion. Results 
suggested that nursing students were more knowledgeable about sexuality and held more 
liberal attitudes, but that both nursing students and nurses had less sexuality knowledge 
and more conservative attitudes than medical students, and other undergraduate and 
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graduate students. The authors did not report p values. Payne (1976) replicated the study 
administering the SKAT to family planning nurses and undergraduate nursing students. 
Surprisingly, these results indicated that nursing students had greater sexuality 
knowledge and more positive attitudes about heterosexual relations, abortion, and 
masturbation, however there was no difference from the family planning nurses in 
relation to knowledge and attitudes about sexual myths. 
Fisher and Levin (1983) administered the SKAT to nurses (N = 120) working in 
oncology. Results indicated that these nurses scored significantly lower on sexuality 
knowledge than graduate nurses, p < .01, tested previously by Leif & Payne (1975), and 
were more conservative in attitudes toward heterosexual relations, p = .001, abortion, p  <  
.001, and masturbation, p  < .001.  
Webb (1988) in a study of British nurses (N = 50) working in gynecology and 
non-gynecology settings reported that nurses lacked sexuality knowledge and 
communication skills, and did not view discussing sexuality with patients as relevant. 
However, Wall-Haas (1991) found that even when nurses were knowledgeable about 
human sexuality, they frequently felt discomfort in addressing patients’ sexuality 
concerns in practice. Lewis and Bor (1994) administered the SKAT to British registered 
general nurses (N = 161) who worked in hospital adult wards. Results suggested that the 
nurses were less knowledgeable regarding human sexuality and had more negative 
sexuality attitudes than the nurses studied in the 1970s, and unexpectedly a large number 
of nurses were not taught about sexuality during their nursing education.  
The Sexuality and Beliefs Survey (SABS) developed and tested by Reynolds and 
Magnan (2005), has been used to assess nurses’ attitudes and beliefs about addressing 
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patient’s sexual health in practice. The SABS differs from the SKAT in that it draws out 
attitudes in relation to personal comfort and confidence in addressing sexual health with 
patients in nursing practice, making time to address patients’ sexuality concerns, and 
meeting patient’s expectations (Reynolds & Magnan, 2005). The survey was piloted on a 
sample of nurses (N = 35) practicing in outpatient and inpatient settings in oncology and 
HIV/AIDS. Results identified barriers to addressing patient’s sexual health, such as 
nurses’ perceptions of what patients expect from them, lack of time, and nurses’ 
discomfort or lack of confidence. Magnan and Reynolds (2006) surveyed nurses (N = 
302) working across five specialty areas in a large Midwestern medical center. They 
found that the primary barrier to nurses’ addressing patients’ sexual health was their 
perception that patients do not expect them to address sexual health. In another study 
using the SABS, Magnan and Norris (2008) surveyed nursing students (N = 341) enrolled 
in either a traditional or accelerated second-degree baccalaureate nursing program. 
Results identified students not making time to address patients’ sexual health and 
believing that patients did not expect them to, as barriers to addressing patients’ sexuality 
concerns. Interestingly, accelerated second-degree students had more negative attitudes 
than traditional students regarding addressing patients’ sexual health. According to the 
researchers “knowledge alone may not be enough” (2008, p. 261), and concluded that 
their study results had implications for nursing education. However, no studies have been 
recorded about APRNs’ adolescent   sexual health knowledge, attitudes, and beliefs; 
therefore the implications for APRN education and practice need further research. 
In addition, APRNs who work with adolescents in a variety of non-acute care 
settings are likely to encounter victims and survivors of sexual violence, and may 
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themselves have a personal history of experiencing sexual violence. Key findings from 
the Center for Disease Control and Prevention’s (CDC) National Intimate Partner and 
Sexual Violence Survey (NISVS) of females and males 18 years of age and older in the 
U.S. showed that 19.3% women and 1.7% men have been raped in their lifetime 
(Breiding et al., 2014). Moreover, female victims of intimate partner violence (IPV) 
frequently experienced rape, physical violence, and stalking, while male victims mostly 
experienced physical violence. It is notable that the majority of this victimization begins 
during childhood or adolescence.  The literature indicates that victims of sexual violence  
often report negative experiences with healthcare professionals who may exhibit “victim-
blaming” attitudes, behaviors, and practices (Campbell, Wasco, Ahrens, Sefl, & Barnes, 
2001; Courey, Martsolf, Draucker, & Strickland, 2008). Numerous behavioral, 
psychological, and health-related problems experienced by victims of sexual violence are 
reported in the literature including fear, anxiety, depression, self-blame, low self-esteem, 
posttraumatic stress disorder, irritable bowel syndrome, frequent headaches, chronic pain, 
and problems with sleeping  (Basile, 2008; Chen & Ullman, 2010, Black et al., 2011). All 
APRNs need to consider these factors when working with adolescent clients. In addition, 
whether personal experience of sexual violence predicted APRNs’ sexual health 
knowledge, attitudes, and beliefs toward adolescents and was an influencing factor on 
some APRNs’ choice to work in the field of adolescent sexual health was unknown.  
Sexual Health Education for APRNs  
 
This study is the first to explore APRNs’ adolescent sexual health knowledge, 
attitudes, and beliefs. Previous studies found that nurses’ education in relation to 
sexuality and their nursing activity or behavior related to sexual health with clients in 
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practice are lacking (Shuman & Bohachick, 1987; Volpe & Wertheimer, 2004; Higgins et 
al., 2009). Social Cognitive Theory (SCT) (Bandura, 1986) posits that an individual’s 
behavior is determined by an interaction of personal, behavioral, and environmental 
influences. SCT can be applied to APRNs’ knowledge, attitudes, and beliefs regarding 
adolescent sexual health where “personal cognitive factors” include knowledge, 
understanding, expectations, attitudes, and confidence. Furthermore, in SCT “behavioral 
cognitive factors” include skills, practice, and self-efficacy; and “environmental cognitive 
factors” include social norms, access to community, and influence of other people.   
Higgins, Barker and Begley (2008) reported a qualitative study using grounded 
theory methodology to develop the theory of “Veiling Sexualities” through a survey of 
female and male mental health nurses (N = 27) practicing in the Republic of Ireland. 
They described participants’ viewing sexuality and caring for clients through the “veil”, 
which was “woven”, “thickened”, and “fused” during the school years and through 
professional socialization, as well as at home (p. 309). Higgins et al. (2009) suggested 
that there was a “weaving the veil of socialized inhibition” (p. 359), and that nurses’ 
exposure to a subtle network of sexual discourses provided them with a negative view of 
sexuality, and that positive discourses in nursing education and the nursing profession 
which would assist them in practice were absent. They reported that participants felt 
uncomfortable and lacked confidence in discussing sexual health matters with their 
clients in practice. While this study was conducted in the Republic of Ireland, for reasons 
of some shared religious and cultural identities, and ethnic composition, these findings 
could have application to the diverse population of nurses and APRNs educated in the 
U.S.  
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Sexual health education and clinical experiences for APRN students and APRNs 
are limited, in particular due to a shortage of nurse educators, preceptors, and clinical 
practice sites (Rowniak, 2014). In addition, the state of APRN education is evolving. The 
Consensus Model for APRN Regulation: Licensure, Accreditation, Certification, and 
Education (APRN Consensus Work Group & National Council of State Boards of 
Nursing APRN Advisory Committee, 2008)  led to the National Organization of Nurse 
Practitioner Faculties (NONPF) to change from using the term “specialty” NP 
competencies to  "population focus". Between 2010-2013 NONPF developed 
competencies for the six NP population-focused titles recognized in the Consensus 
Model: Adult-Gerontological, Family (Across Lifespan), Neonatal, Pediatrics, Women's 
Health/Gender Related, and Psychiatric-Mental Health (NONPF, 2013). However, all NP 
graduates need to acquire the nine core competencies outlined in Nurse Practitioner Core 
Competencies (NONPF, 2011, amended 2012) during their NP program through 
coursework and mentored clinical practice experiences. The Nurse Practitioner Core 
Competencies (NONPF, 2011, amended 2012) and the Nurse Practitioner Core 
Competencies Content (NONPF, 2014) do not specifically address sexual and 
reproductive health. However, the Family/Across the Lifespan NP Competencies 
suggested curriculum lists sexual and reproductive health and ‘‘discussion techniques for 
sensitive issues’’ including sexually-related issues, risk-taking behaviors, and violence 
and abuse (NONPF, 2013). PNPs who primarily practice in outpatient settings require in-
depth knowledge about child and adolescent growth and development, especially as their 
reported top three practice activities with children and adolescents include medication 
prescribing, identifying and reporting abuse, and immunizing (Aruda, Griffin, Schartz, & 
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Geist, 2016). In the Primary Care Pediatric NP competencies sexual health and related 
issues are not explicit, although they are implied within the competency area of 
‘Independent Practice’ (NONPF, 2013).  It is of note that the World Health Organization 
(2011) published Sexual and reproductive health core competencies in primary care: 
Attitudes, knowledge, ethics, human rights, leadership, management, teamwork, 
community work, education, counseling, clinical settings, service, provision.  However, 
only in WHNP/CNM/CM programs is there a significant concentration of theory and 
mentored clinical practice related to the sexual and reproductive health of adolescents and 
adults. These programs prepare WHNPs to meet the entry level competencies in The 
Women’s Health Nurse Practitioner: Guidelines for Practice and Education (AWHONN 
& NPWH, 2014), the Population-Focused Nurse Practitioner Competencies: Women’s 
Health/Gender-Related (NONPF, 2013), and CNMs/CMs to meet the Core Competencies 
for Basic Midwifery Practice (ACNM, 2011, 2012).  
Summary of the Background 
 
With health care reform, APRNs working in non-acute care settings have seen an 
increase in adolescent clients seeking sexual health services, including sexual health 
education and counseling, contraception, and screening and treatment for sexual health 
problems. However, research has demonstrated that a primary barrier to sexual health 
care provision is nurses’ perceptions that patients do not expect them to address their 
sexual health. Furthermore, in nursing education positive discourses about sexual health 
and guided practice of skills to increase APRNs’ personal comfort to be able to address 
sexual health issues of adolescents is limited. It is important that APRNs are equipped 
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with the knowledge and practice skills needed to improve adolescents’ access to 
comprehensive sexual healthcare services.   
The state of APRN education is rapidly evolving with 96% of NPs having 
graduate degrees (AANP, 2016). WHNP/CNM/CM programs contain a significant 
concentration of theory and mentored clinical practice related to the sexual and 
reproductive health of adolescents. However, sexuality education and clinical 
experiences for NPs in other specialities is limited due to a shortage of nurse educators, 
preceptors, and clinical practice sites. Adolescent sexual health knowledge, attitudes, and 
beliefs are factors that have not been adequately explored in WHNP/CNM/CM and NPs 
in other specialties, even though their influence or biases could significantly impact 
sexual health promotion, protection, disease prevention, and treatment of adolescent 
clients, especially since 83% of NPs are certified in a population-focused area of primary 
care (AANP, 2016). This study compared the sexual health knowledge, attitudes, and 
beliefs between WHNP/CNM/CM and NPs in other specialties who work with 
adolescents in non-acute care settings. 
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Chapter 3: Design and Methodology 
Overall Approach and Rationale 
 The purpose of this study was to determine whether there were any differences 
between WHNPs/CNMs/CMs and APRNs’ from other NP specialties regarding 
knowledge, attitudes, and beliefs toward adolescent sexual health. The sampling strategy, 
setting, procedure for data collection, research instruments, and data analysis are 
described. The procedure for protection of human subjects is also presented.   
Design 
A cross-sectional, descriptive comparative design was used to elicit information 
about APRNs’ knowledge, attitudes, and beliefs regarding adolescent sexual health and 
to examine these data in relation to factors such as age, sexual orientation, relationship 
status, and religion.  
Sample 
A convenience sample of 229 licensed/certified APRNs, at least 21 years of age 
with a highest degree a Master’s degree, Post-Master’s, or any Doctorate degree who 
worked with adolescents in non-acute care settings, were recruited for this study.  
Potential subjects were required to be an APRN in the specialty of WHNP, CNM/CM, 
ANP, FNP, PNP, or PMHNP. Prior to the initiation of the study, the investigator 
calculated the sample size. To test the main hypothesis of this study, a power analysis 
was conducted based on a two independent groups t-test with a 0.05 two-sided 
significance level, medium effect size of 0.50, and a power of 80% to detect the 
difference between a group of WHNPs/CNMs/CMs with an expected mean of 55, and a 
group of Other NPs with a an expected mean of 45, assuming that the common was SD = 
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20. Based on this power analysis the sample size in each group was calculated to be 64, 
which required a total sample size of 128. The final sample of 204 was more than 
recommended by the power analysis. 
Inclusion criteria  
1) CNMs/CMs or NPs who had a current license and/or certification  
2) CNMs/CMs or NPs who were a WHNP, ANP, FNP, PNP, or PMHNP 
3) CNMs/CMs or NPs who were 21 years to 70 or more years of age   
4) CNMs/CMs or NPs who had a highest degree a Master’s degree, Post-Master’s, or any 
Doctorate degree 
5) CNMs/CMs or NPs who worked with any adolescents 11years-18 years of age in a 
non-acute care setting(s) 
6) CNMs/CMs or NPs who spoke, read, and understood English 
7) Consented to the study 
Exclusion Criteria 
1) CNMs/CMs or NPs who did not have a current license and/or certification 
2) CNMs/CMs or NPs who were not a WHNP, ANP, FNP, PNP, or PMHNP 
3) CNMs/CMs or NPs who were less than 21 years of age   
4) CNMs/CMs or NPs who did not have a highest degree of Master’s degree, Post-
Master’s, or any Doctorate degree 
5) APRNs who have not worked with any adolescents 11years-18 years of age in a non-
acute care setting(s) 
6) CNMs/CMs or NPs who did not speak, read, or understand English 
7) Did not consent to the study 
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Procedure 
The co-investigator piloted the online Qualtrics survey with three APRN experts 
who indicated satisfaction with the survey items and the web-based method of 
completing the survey. The co-investigator’s original plan was to obtain assistance from 
the National Association of Nurse Practitioners in Women’s Health (NPWH), the 
Association of Women’s Health, Obstetrics and Neonatal Nurses (AWHONN), the 
American Academy of Nurse Practitioners (AANP), and the Nurse Practitioner 
Association- New York State (NPA) to advertise the study to their APRN memberships. 
However, the co-investigator decided to not use AANP because: (a) they could only 
provide postcard invitations to be mailed to selected membership lists for possible 
participation in a research study, instead of advertising the study by email or newsletter; 
(b) the anticipated response rate to postcard mailings was not believed to be time and cost 
effective; and (c) the sample from potential APRN subjects from NPWH, NPA, and 
AWHONN would be large enough to carry out the proposed analyses. Permission was 
obtained from NPWH and NPA for their assistance to advertise the study via their 
organization’s online newsletter. However, permission was not obtained from 
AWHONN, as they expressed that the sensitive nature of the NVAWS questions could 
have a negative impact on some members, but the co-investigator decided to keep the 
NVAWS items in the survey. To ensure sufficient numbers of NP and CNM/CM 
potential subjects, the co-investigator also emailed the survey advertisement to Drexel 
University’s College of Nursing and Health Professions NP and DNP faculty and to the 
co-investigator’s DrNP peers.  
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The survey advertisement stated the inclusion criteria; that participation in the 
study was voluntary, anonymous, and confidential; and that informed consent was 
implied once the participant completed the survey. NPs and CNMs/CMs who were 
interested in participating in the study, and met the inclusion criteria defined in the 
advertisement, clicked on the online link to the survey administered through Qualtrics 
within the advertisement, or copied the survey’s web address into their internet browser 
to be taken to the survey. The online survey link opened to the Drexel University consent 
document and if a negative response was given, the participant was immediately taken to 
the end of the survey. Instructions for participants were provided in the survey about how 
to complete the study instruments in each section:  the demographics, the SKAT, the 
SABS, the NVAWS, and the final open question. The survey was expected to take 15 
minutes and each participant had unlimited time in which to complete the survey, or the 
option to save and continue it. There was also a back button and a progress bar to 
enhance the look and feel of the survey. Subjects who wanted to be sent the results of the 
study once the data was published could email their request to the co-investigator whose 
email was provided. The co-investigator kept track of responses and restricted responses 
to one per participant by survey options in Qualtrics. The study was conducted over a 
period of eight weeks from November 22, 2016 to January 12, 2017. 
Measures  
Demographics. A questionnaire of 12 items developed by the co-investigator was 
used to collect the following demographic information: whether they were an NP or 
CNM/CM who worked with adolescents 11 years – 18 years of age in a non-acute care 
setting, gender, age, race/ethnicity, relationship status, sexual identity, religious identity, 
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frequency of attending religious services, type of APRN specialty, number of years of NP 
or CNM/CM practice, primary practice setting, and percent of their patients who were 11 
years-18 years of age.  
The Sex Knowledge Attitude Test (SKAT). The SKAT (Leif & Reed, 1972) 
was used to measure sexual health knowledge and sexuality attitudes. The original SKAT 
comprised 149 multiple-choice questions divided among four parts. The “Knowledge” 
section contains 71 true/false items designed to measure a person’s knowledge relating to 
aspects of sexuality and are divided among two knowledge scales: 21 true-false items 
which has been primarily used for educational purposes, and 50 items previously used for 
psychometric considerations in research. High knowledge scores indicate a relatively 
high sexuality knowledge level, and lower scores indicate less knowledge. The “Attitude” 
section of the original SKAT consists of 35 five-alternative, Likert type items which are 
scored on a 5-point Likert-type scale ranging from “strongly agree” to “strongly 
disagree”, with 14 of the 35 items reversed scored. The statements are written in the third 
person in order to elicit attitudes toward sexual behavior. The 35 attitude items are 
divided into four attitude sub-scales related to the following topics: 1) Heterosexual 
Relations, 2) Sexual Myths, 3) Abortion, and 4) Autoeroticism/masturbation. High scores 
on the attitude scales indicate a liberal or positive attitude towards the topic, and a low 
score indicates a more conservative or negative attitude. According to Leif and Reid 
(1972), a Heterosexual Relations score of greater than 60 indicates a liberal attitude 
toward premarital and extramarital heterosexual relations, and a score of less than 40 
indicates a conservative attitude; a Sexual Myths score of greater than 60 indicates 
rejection of sexual misconceptions; an Abortion score of greater than 60 indicates 
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abortion as an acceptable option for unintended pregnancy, and a score of less than 40 
indicates negative feelings about abortion supporting ‘right-to-life’ attitudes; and an 
Autoeroticism/masturbation score of greater than 60 indicates that masturbation is 
healthy and acceptable, and a score of less than 40 indicates a negative unhealthy view of 
masturbation. The third section of the original SKAT consisting of demographic 
information was not used because the co-investigator devised 12 demographic questions 
as above that applied specifically to the participants in this study. The fourth section of 
the original SKAT which contained items pertaining to personal sexual experiences also 
was not used in this study. According to Miller and Lief (1979) raw scores for knowledge 
and attitudinal scales could be converted to standardized T scores with a mean of 50 and 
a standard deviation of 10. This conversion was based on a normative sample of 
freshman through senior medical students (N = 850) in 16 medical schools throughout the 
U.S. (Miller & Lief, 1979). The SKAT was widely used in adult undergraduate and 
graduate students, and health professionals, including registered nurses (Leif, 1998). 
Previous studies had demonstrated increased sexual knowledge and more liberal or 
positive sexual attitudes following educational experiences (Bennett, DeMayo, & Saint 
Germain, 1993; Lewis & Bor, 1994; Wilson & Dibble, 1993) providing content validity 
of the SKAT. The SKAT knowledge scale reliability using the Kuder-Richardson test 
was .87 (Shuman & Bohachick, 1987). In a study of medical students in 15 medical 
schools (N = 425) the SKAT attitude scales alpha reliability coefficients were: 
Heterosexual Relations .86, Sexual Myths .68, Abortion .77, and Masturbation .84 (Leif, 
1998). 
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Volpe and Wertheimer (2004) during their doctoral research dissertation, 
followed Dr. Lief’s advice to use only the complete 35 item attitudes section of the 
SKAT, as well as 21 true-false items selected from the knowledge section which were 
still current. In addition, Volpe and Wertheimer (2004) developed 11 new multiple-
choice questions to expand on sexual health knowledge since the development of the 
SKAT, for a total of 32 knowledge items in their revised version of the SKAT; however 
they did not report Cronbach alpha reliability. The current study utilized Volpe and 
Wertheimer’s (2004) revised version of the SKAT consisting of a total of 32 knowledge 
items and 35 attitudinal items. As it was not possible to contact the original developers of 
the SKAT, therefore, permission to use this revised version was obtained from E. Volpe-
Kepner (personal communication, January 28, 2011). However, 19 questions not related 
to adolescents, non-acute care settings, or also already in the SABS were excluded, for a 
total of 18 knowledge items and 30 attitudinal items of this revised SKAT.    
The Sexuality Attitudes and Beliefs Survey (SABS). The SABS (Reynolds & 
Magnan, 2005) was used to assess WHNP/CNM/CMs’ and APRNs’ from other 
specialties beliefs about addressing adolescents’ sexual health. The SABS differs from 
the SKAT in that it measures individuals’ attitudes and beliefs about “personal comfort, 
confidence, meeting patient expectations, and making time to address patient sexuality 
concerns” (Magnan & Norris, 2008, p. 262).  The SABS consists of 12 items in a Likert-
type scale from 1 to 6, with scores reversed for six of the 12 items. The theoretical range 
of scores for the SABS is 12 to 72, where higher scores indicate more barriers to 
addressing patients’ sexuality in nursing practice (Magnan, Reynolds & Galvin, 2005). 
Reynolds and Magnan’s (2005) pilot study of nurses found that the SABS provided a 
27 
  
consistent measure of nurses’ attitudes and beliefs about addressing patient sexuality in 
practice, with Cronbach alphas of .75 to .82 and good test-retest reliability, r = .85, p < 
.001 over a seven to ten-day period. The SABS was also significantly correlated in the 
expected direction with the SKAT attitudes scale, r = -.37, p < .05. Permission to use the 
SABS instrument was obtained from M. Magnan (personal communication, October 15, 
2010). One question was excluded because it related to acute care and was replaced by a 
new question developed by the researcher specifically related to adolescents: “I am most 
comfortable discussing sexuality with the following age groups: 11-12 years of ages; 13-
15 years of age; 16-18 years of age”. 
The National Violence Against Women Survey (NVAWS). The NVAWS 
(Kilpatrick, Edmunds, & Seymour, 1992; Resnick, Kilpatrick, Dansky, et al. 1993; 
Tjaden & Thoennes, 2000) was used to evaluate WHNP/CNM/CMs’ and APRNs’ from 
other specialties personal experience with sexual violence, as they need to be comfortable 
assessing adolescents for sexual violence risk and discussing this sensitive sexual health 
topic in practice, despite personal experience or lack of experience with sexual violence.   
The NVAWS defined rape as “an event that occurred without the victim’s 
consent, that involved the use of threat or force to penetrate the victim’s vagina or anus 
by penis, tongue, fingers, or object, or the victim’s mouth by penis” (Tjaden & Thoennes, 
1998, p. 13). The NVAWS is a 5-item instrument that assesses completed and attempted 
rape victimization of adult males and females. Cronbach’s alpha for the 5-item scale has 
been reported as .76 (Basile et al., 2004). 
Open Question. The last item of the survey was one open question developed by 
the co-investigator to elicit additional qualitative data not captured by the survey 
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instruments: ‘What else would you like to tell us regarding your sexual health knowledge, 
attitudes, and beliefs related to adolescents?’ 
Role of the Researcher 
The nurse researcher’s co-investigator role was to ensure that all procedures 
related to the research participants and data conformed to ethical standards for research. 
These standards included: (a) to incorporate ethical standards into the design, data 
collection, management, analysis, and publication of data; (b) to attain IRB approval to 
conduct the research study; and (c) to maintain security, confidentiality, and integrity of 
the study data.  
Data Analysis 
The co-investigator kept an accurate record of participants recruited through 
NPWH, NPA, and Drexel University. Records were kept of how many NPs and 
CNMs/CMs started the online survey, but opted out after reading the consent and 
inclusion criteria question, and how many participants completed the survey. Data were 
entered directly into SAS 9.4 (SAS Institute, Cary, N.C.), cleaned, coded, and checked 
for shape of distribution and outliers, before any testing was done. Although missing data 
from non-responses on the survey was originally planned to be handled with multiple 
imputation, listwise deletion was used instead because missing responses were minimal. 
Descriptive statistics were conducted for all variables. For categorical variables, statistics 
included frequencies and percentages. For continuous variables, statistics included 
estimates of central tendency (means and medians) and measures of variability (standard 
deviations and ranges). Correlation matrices were constructed to assess for significant 
bivariate correlations between all study variables. Bivariate associations were examined 
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using cross-tabulations for nominal data and Pearson product moment correlation for 
continuous data. Differences between groups (WHNP/CNM/CM vs. Other NPs) on 
demographics, personal experience with sexual violence, and sexual health knowledge, 
attitudes, and beliefs were assessed with Chi-square for categorical variables and t-tests 
for continuous variables. A Cronbach’s alpha coefficient was computed to test items in 
each measure for internal consistency. The level of significance was set at an alpha level 
of .05 for all statistical tests.   
To test the three hypotheses that 1) there will be higher levels of adolescent 
sexual health knowledge in WHNPs/CNMs/CMs, than in Other NPs from other 
specialties, 2) there will be more positive attitudes regarding adolescent sexuality in 
WHNPs/CNMs/CMs, than in Other NPs from other specialties, and 3) there will be more 
positive beliefs about addressing adolescents’ sexual health in WHNPs/CNMs/CMs than 
in Other NPs from other specialties, multiple logistic regression was performed. The 
variables of years of NP/CNM/CM experience, age, religion, frequency of religious 
attendance, and history of sexual violence were added in the first model; and a dummy 
variable of type of provider (WHNP/CNM/CM vs. Other NP) added in the second model 
to determine if type of provider predicted sexual health knowledge, attitudes and beliefs.  
Protection of Human Subjects 
Approval for this study was obtained through the Institutional Review Board 
(IRB) of Drexel University to protect the participants in this study. NPs and CNMs/CMs 
were not considered a vulnerable research population. However, steps were taken to 
ensure protection of human subjects in this study. The survey advertisement to participate 
in the study specified the purpose of the study, protocol and inclusion criteria, and that 
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there were no known risks or benefits of the study. When a potential participant clicked 
on the link to the online survey, they were taken directly to the consent which informed 
them that participation in the study was voluntary and anonymous, that there was intent 
to ensure confidentiality, and that after beginning the survey they could choose to stop 
and withdraw from the study at any time. Participants took the survey in the privacy of 
their home, workplace, or wherever they had internet access on a PC, laptop, tablet, or 
smart phone. Access to the survey data was available only to the research team who were 
responsible for ensuring HIPPA compliance.    
Identifiers were removed from all data to ensure anonymity. Each participant’s 
completed survey was coded with a unique study identification number. All data 
collected and analyzed for this study was protected from disclosure outside the research 
team to minimize the risk to individual participants. Collected data was obtained 
specifically for research purposes and was not shared with anyone who was not affiliated 
with the study. The data collected by Qualtrics is owned by the researcher, and the survey 
software company will not use the data for their own purposes. An enhanced SSL 
encryption package was used to protect the survey link and survey pages during 
electronic transmission.  
 
 
 
 
 
 
 
31 
  
Chapter 4: Results 
       
The results of the study are presented in this chapter including demographic 
findings, bivariate correlations, and testing of the study hypotheses. An alpha level of .05 
was used for all statistical tests. The data was entered directly into SAS 9.4 (SAS 
Institute, Cary, N.C.), cleaned, coded, and checked for shape of distribution and outliers, 
before any testing was done. Although missing data from non-responses on the survey 
was originally planned to be handled with multiple imputation, listwise deletion was used 
instead because missing responses were minimal (less than 5% of included participants) 
in this study. A summary of the findings of the study are discussed at the end of the 
chapter.  
Sample 
A total of 229 participants clicked on the web link, but four participants (1.8%) 
did not continue because they did not consent to the survey (Figure 1). Of the remaining 
225 participants who consented to the survey, five dropped out before answering the first 
demographic question about eligibility of whether they were an NP or WHNP/CNM/CM 
who works with any adolescents between 11 years and 18 years of age in a non-acute 
care setting, which left 220 participants. Twelve participants (5.5%) were ineligible 
because they responded ‘no’ to the first demographic question, which left 208 
participants, although four of those people dropped out of the survey after the first 
demographic question. A total of 204 APRNs were enrolled in the study, but 26 people 
(12.7%) only completed the demographic survey items and did not continue the survey, 
so were not included in the final analysis. A total of 178 participants (87.3%) continued 
the survey and completed the SKAT items. However, a further seven participants 
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dropped out before responding to the SABS and NVAWS items, which left 171 
participants (83.8%) who finished the survey.  
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Figure 1. Study sample flow diagram 
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Among the 204 participants who responded to the demographic items (Table 1), 
most were female (n = 203, 99.5%).  In addition, the majority of participants were 
between the ages of 30 years and 69 years (n = 195, 95.6%). Most participants were 
White/Caucasian (n = 188, 92.2%) and married, partnered or engaged (n = 167, 81.9%). 
In addition, the majority of the participants identified their sexual identity as 
heterosexual/straight (n = 193, 94.6%) with the remainder identifying as lesbian (n = 1, 
0.5%), queer (n = 1, 0.5%), and bisexual (n = 6, 2.9%). Most participants identified as 
Christian (n = 138, 67.7%), with the remainder identifying as Jewish (n = 7, 3.4%), 
Buddhist (n = 3, 1.5%), no religion (n = 50, 24.5%), and other (n = 6, 2.9%). A large 
portion of participants reported never attending religious services (n = 63, 30.9%), 
followed by those who attended one to four times per year (n = 54, 26.5%), once per 
week (n = 4, 20.1%), and attending more than once per week (n = 14, 6.9%). 
A majority of the study participants, identified their APRN licensed/certified role 
as an OB/GYN or WHNP (n = 148, 72.6%), with the remainder identifying as a 
CNM/CM (n = 13, 6.4%), other (women and newborn) (n = 1, 0.5%), Family Nurse 
Practitioner (n = 31, 15.2%), Adult Nurse Practitioner (n = 7, 3.4%), Pediatric Nurse 
Practitioner (n = 3,1.5%), and Psychiatric/Mental Health Nurse Practitioner   (n= 1, 
0.5%) (Table 1). More than half of the participants were practicing in their APRN roles 
for more than 16 years (n = 104, 51%), with the remainder practicing six to 15 years (n = 
62, 30.4%), and one to five years (n = 38, 18.6%).   A large proportion of participants 
practiced in a private physician office (n = 86, 42.2%)  with the remainder practicing in a 
family planning clinic (n = 31, 15.2%), other  (n = 21, 10.3%), a health department  (n = 
16, 7.8%), an academic setting (n = 15, 7.4%), a private NP or CNM office  (n = 14, 
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6.9%), a rural health center (n = 10, 4.9%) , a school/college health service (n = 9, 4.4%), 
a mental health center (n = 1, 0.5%),  and a faith-based clinic  (n = 1, 0.5%). The mean 
percent of participant patients between the ages of 11 years and 18 years was M = 27.9%; 
SD = 17.4 (Table 1). Of the 171 participants who completed the survey items about 
personal experience of sexual violence, 26% indicated they had experienced sexual 
assault or rape. Participants completed the online survey in the following regions: 
Midwest (n = 52, 29.4%), Northeast (n = 49, 27.7%), South (n = 38, 21.5%), 
Northwest/Pacific (n = 22, 12.4%), and Southwest/Mountain (n = 16, 9.0%).  
Table 1.  
Sample Demographics (N = 204) 
Variable      Percent    Frequency 
Gender 
Female 99.5 203 
Transgender 0.5 1 
Age (years) 
21 - 29 2.5 5 
30 - 39 21.6 44 
40 - 49 23.5 48 
50 - 59 25.0 51 
60 - 69 25.5 52 
70 or greater 2.0 4 
Race/Ethnicity 
Asian/Pacific Islander 0.5 1 
Black/African-American 2.5 5 
White/Caucasian 92.2 188 
Hispanic/Latino 2.9 6 
Other 2.0 4 
Relationship status 
Married/Partnered/Engaged 81.9 167 
Single: Casual dating 1.0 2 
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Single: Dating one person 2.0 4 
Single: Not currently dating anyone 5.4 11 
Divorced/Separated 6.9 14 
Widowed 2.9 6 
Sexual orientation 
Heterosexual/Straight 94.6 193 
Lesbian 0.5 1 
Queer 0.5 1 
Bisexual 2.9 6 
Do not identify 1.5 3 
Religion 
No religion 24.5 50 
Christian 67.7 138 
Jewish 3.4 7 
Buddhist 1.5 3 
Other (Please specify) 2.9 6 
Frequency attending religious services 
Never 30.9 63 
1 - 4 times/year 26.5 54 
5 - 12 times/year 6.9 14 
2 - 3 times/month 8.8 18 
Once a week 20.1 41 
More than once a week 6.9 14 
Variable Percent Frequency 
Practice type 
Adult Nurse Practitioner 3.4 7 
Family Nurse Practitioner 15.2 31 
Pediatric Nurse Practitioner 1.5 3 
Psychiatric/Mental Health Nurse 
Practitioner 0.5 1 
OB/GYN or Women Health Nurse 
Practitioner 72.6 148 
Certified Nurse Midwife/Certified 
Midwife 6.4 13 
Other (Women & Newborn) 0.5 1 
 
Nursing Experience 
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1 - 5 years 18.6 38 
6 - 15 years 30.4 62 
16 or more years 51.0 104 
Primary practice setting 
Private physician office/practice 42.2 86 
Private NP and/or CNM/CM 
office/practice 6.9 14 
School/College health service 4.4 9 
Health department 7.8 16 
Rural health clinic 4.9 10 
Mental health center 0.5 1 
Family planning clinic/center 15.2 31 
Faith-based clinic 0.5 1 
Academic setting 7.4 15 
Other (Please specify) 10.3 21 
                                                                                                                             
Percent of APRN 
patients between ages 
of 11 years-18 years           
[M (SD)] 27.9 (17.4) 
 
Experienced sexual 
assault (N = 171) 25.9 44 
Region (N = 177)   
Northeast 27.7 49 
South 21.5 38 
Midwest 29.4 52 
Northwest/Pacific 12.4 22 
Southwest/Mountain 9.0 16 
 
 Correlational Analysis 
      Correlational analysis of the overall sample (Table 2) found that the SKAT 
attitude scores and SABS scores were negatively correlated, r (169) = -.28, p < .01, 
indicating that higher adolescent sexuality attitude scores (positive attitudes) were 
correlated with lower SABS scores (positive beliefs) toward adolescent sexual health. In 
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both the WHNP/CNM/CM group, r = -.22, p = .01, and the Other NPs group, r = -.41, p 
= .01, there was a significant negative correlation between SKAT attitude scores and 
SABS scores. Thus, the construct validity of the SABS is supported by significant 
correlations in the expected negative direction.  There was also a positive correlation 
between SKAT knowledge and SKAT attitude in the WHNP/CNM/CM group, r = .17, p 
= .04, but no significant correlation was found in the Other NPs group. This means that 
only in the WNHP/CNM group, higher adolescent sexual health knowledge was 
associated with more positive attitudes towards adolescent sexuality.  No other significant 
correlations were found (Table 2). 
Table 2.  
Correlation Matrix- SKAT and SABS Scores 
                                                                                              
Correlation matrix sample  
(N = 178) 
   SKAT Knowledge          SKAT Attitude        SABS 
SKAT Knowledge             -- 0.14056     -0.02286 
SKAT Attitude 0.14056              --    -0.27985**       
SABS -0.02286   -0.27985**      -- 
Correlation matrix 
WHNPs/CNMs/CMs (N = 141) 
 SKAT Knowledge SKAT Attitude SABS 
SKAT Knowledge -- 0.17458* 0.00933 
SKAT Attitude 0.17458* -- -0.22004*  
SABS 0.00933 -0.22004* -- 
Correlation matrix Other NPs  
(N = 37) 
  SKAT Knowledge SKAT Attitude  SABS 
SKAT Knowledge   -- -0.03872 -0.08245 
SKAT Attitude -0.03872   -- -0.40521* 
SABS -0.08245 -0.40521*   -- 
 
  *p < 0.05 
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**p <0.01 
 
 
Key Study Findings 
      In this section, the means of the key variables are presented in Table 3. 
Specifically, the mean score (SD) for SKAT knowledge was 20.19 (SD = 1.70), with a 
range of 6-24.  The mean score (SD) for SKAT attitude was 118.91 (SD = 17.84), with a 
range of 6 -146.  The mean score (SD) for the SABS was 20.39 (SD = 5.37), with a range 
of 11- 38.   
Table 3.  
Score Distributions SKAT Knowledge, SKAT Attitude and SABS  
SKAT Knowledge SKAT Attitude   SABS total score 
Mean 20.19 118.91 20.39 
Median 20 121 20 
Mode 20 124 20 
Std Deviation 1.70 17.84 5.37 
Variance 2.89 318.24 28.82 
Range 18 140 27 
Max 24 146 38 
75% Q3 21 132 24 
50% Median 20 121 20 
25% Q1 19 108 17 
Min 6 6 11 
 
 
Hypothesis Testing 
The following section addresses the findings of each study hypotheses for this 
DNP project.   
Hypothesis 1. There will be higher levels of adolescent sexual health 
knowledge in WHNPs/CNMs/CMs than in Other NPs from other specialties.  
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Findings indicate that the adolescent sexual health knowledge scores for the 
WHNP/CNM/CM group (M = 20.21, SD = 1.76) and the Other NPs group (M = 20.11, 
SD = 1.47) were not significantly different (t = -0.34, p = .73) (Table 4). As there was not 
much variation between the two groups of practitioners, high vs. low adolescent sexual 
health knowledge scores were compared in separate χ2 analyses by group, age, years of 
experience, and region of the country (Northeast, South, Midwest, Northwest/Pacific, and 
Southwest/Mountain West) (Table 5). However, comparison of the WHNP/CNM/CM 
group and the Other NPs group did not find any significant differences.  
Table 4.  
Comparison of SKAT and SABS Scores WHNPs/CNMs/CMs vs. Other NPs 
Student’s t-Test Mean Scores 
Scale                            WHNP/                        Other                               
                                      CNM/CM                    NPs                       t                          p 
                                      (N = 141)                    (N = 37) 
SKAT Knowledge        20.21                           20.11               -0.34                     .73 
SKAT Attitudes         119.56                         116.46               -0.94                    .35 
SABS Beliefs                19.99                           21.89                 1.67                    .10 
 
 
Table 5.  
Comparison of Knowledge Scores Toward Adolescent Sexual Health 
χ2 comparing SKAT knowledge scores by APRN groups 
                                     WHNP/                        Other                               
                                    CNM/CM (%)              NPs (%)                                                                          p                     
Low score                    48.72                           65.79                                                                           .07      
High score                   51.28                           34.21 
χ2 comparing SKAT knowledge scores by age groups (%) 
                           21-29          30-39          40-49          50-59          60-69          >70                           p 
Low score         80.00          57.14           48.39          48.65          47.37          33.33                      .17                                                                                          
High score        20.00          42.86           51.61          51.35          52.63          66.67 
χ2 comparing SKAT knowledge scores by years of experience 
                           1 – 5 years (%)      6 – 15 years (%)      >15 years (%)                                             p 
Low score         58.82                      52.38                        46.58                    .12                                .48 
High score        41.18                      47.62                        53.42 
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χ2 comparing SKAT knowledge scores by region (%)             
                           South        Northeast    Midwest      Northwest/          Southwest/                     
                                                                                         Pacific                    Mountain                        p     
Low score         61.54         44.74           31.43            29.41                         44.44                          .14                                   
High score        38.46         55.26           68.57            70.59                         55.56         
 
Stepwise multiple logistic regression was used to determine if years of 
experience, age, religion, frequency of attending religious services, and history of sexual 
assault predicted adolescent sexual health knowledge in Model 1 (Table 6). Type of 
practitioner, WHNP/CNM/CM vs. Other NPs, was added as a covariate in Model 2. 
Findings indicate that the variables, including type of practitioner, did not significantly 
predict adolescent sexual health knowledge. Hypothesis 1 that WHNPs/CNMs/CMs 
would have higher adolescent sexual health knowledge than Other NPs was not 
supported.   
Table 6.  
Multiple Logistic Regression of Adolescent Sexual Health Knowledge 
Model Variable    β Std  
Error 
  T  
Value 
   P 
Value 
   R² 
Change 
1       
 Intercept 19.29 0.64 30.23 <.0001  
 Experience   0.07 0.25   0.28 0.78  
 Age   0.04 0.17   0.23 0.82  
 Religion   0.14 0.10   1.40 0.16  
 Religiosity  -0.02 0.09  -0.27 0.79  
 Rape (y/n)   0.55 0.34   1.61 0.11  
 Region   0.20 0.12   1.44 0.12  
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      0.07 
2       
 Intercept 19.09 0.70 27.40 <.0001  
 APRN 
type 
  0.24 0.35   0.67 0.50  
 Experience   0.07 0.25  0.28 0.78  
 Age   0.04 0.17  0.21 0.83  
 Religion   0.14 0.10  1.38 0.17  
 Religiosity -0.02 0.09 -0.23 0.82  
 Rape (y/n)  0.22 0.15 1.51 0.13  
 Region  0.21 0.12 1.58 0.10  
      0.07 
 
Hypothesis 2. There will be more positive attitudes regarding adolescent 
sexuality in WHNPs/CNMs/CMs, than in Other NPs from other specialties. 
No significant differences were found between groups on attitudes toward 
adolescent sexuality (t = -0.94, p = .35) (Table 4). In addition, there were no significant 
differences by χ2 between groups on attitudes toward adolescent sexuality by type of 
APRN, p = .27, age, p = .21, or years of experience, p = .89. However, χ2 of attitude 
scores by region of the U.S. show that positive attitudes toward adolescent sexuality vary 
significantly with the South showing the least positive attitude scores (Table 7). 
Specifically the scores include the Northwest/Pacific (81%), Southwest/Mountain (57%), 
Northeast (52%), Midwest (52%), and South (14%), p < .01.  
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Table 7.  
Comparison of Adolescent Sexuality Attitudes 
χ2 comparing SKAT attitude scores by APRN groups 
                                     WHNP/                        Other                                 
                                   CNM/CM (%)               NPs (%)                                                                          p                     
Low score                    58.95                           69.70                                                                          .27      
High score                   51.28                           34.21 
χ2 comparing SKAT attitude scores by age groups (%) 
                           21-29          30-39          40-49          50-59          60-69          >70                           p 
Low score         100             55.17           48.39          66.67          46.88          68.00                      .21                                                                          
High score        0.00            44.83           33.33          51.35          53.13          32.00 
χ2 comparing SKAT attitude scores by years of experience 
                           1 – 5 years (%)      6 – 15 years (%)      >15 years (%)                                            p 
Low score         64.00                      59.46                        58.33                    .36                               .89 
High score        41.18                      47.62                        53.42 
                                   χ2 comparing SKAT attitude scores by region (%)             
                           South        Northeast    Midwest      Northwest/          Southwest/                     
                                                                                         Pacific                    Mountain                       p     
Low score         87.71         48.28           48.00            18.75                         42.86                      <.01                                   
High score        14.29         51.72           52.00            81.25                         57.14           
 
 
 
Stepwise multiple logistic regression was used to determine if years of 
experience, age, religion (not being Christian), religiosity (frequency of attending 
religious services), and history of sexual assault predicted attitude toward adolescent 
sexuality in Model 1 (Table 8). Findings indicate practitioners’ years of experience, age, 
and history of sexual assault did not significantly predict attitude toward adolescent 
sexuality. However, religion (not being Christian), β = 2.84, p = .01, and religiosity 
(frequency of attending religious services), β = -8.44, p < .0001, significantly predicted 
attitude toward adolescent sexuality. Type of practitioner, WHNP/CNM/CM vs. Other 
NPs, was added as a covariate in Model 2 (Table 8), and did not significantly predict 
attitude toward adolescent sexuality. Thus hypothesis 2 was not supported. 
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However, in Model 2, religion (not being Christian), β = 1.69, p = .04, and 
religiosity (frequency of attending religious services), β = -6.05, p < .0001, remained 
significant predictors of adolescent sexuality attitudes. These findings explained a large 
part of the variance in Model 1 (R² = .57, p < .0001) and Model 2 (R² = .45).  Region of 
the country did not significantly predict attitude toward adolescent sexuality, p = .07. 
Further analysis found that the odds ratio estimates from χ2 analysis did not show any 
significant difference in attitudes toward adolescent sexuality between 
WHNPs/CNMs/CMs and Other NPs, although findings indicate that participants who 
attend religious services frequently are 89% significantly less likely to have positive 
attitudes toward adolescent sexuality [OR = 0.11, 95% CI (0.03, 0.39)] compared to those 
who do not attend religious services frequently. 
Table 8.  
Multiple Logistic Regression of Attitudes Toward Adolescent Sexuality 
Model Variable    β Std  
Error 
  T  
Test 
   P 
Value 
   R² 
Change 
1       
 Intercept 129.55 6.90 18.78 <.0001  
 Experience     2.37 2.43   0.97 0.33  
 Age     0.02 1.82   0.01 0.99  
 Religion     2.84 0.99   2.86 0.01  
 Religiosity   -8.44 0.86  -9.79 <.0001  
 Rape (y/n)    1.60 3.63   0.44 0.66  
 Region    2.52 1.37   1.84 0.07  
      0.57 
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2       
 Intercept 121.85 5.56 21.91 <.0001  
 APRN 
type 
    4.29 2.82   1.52 0.13  
 Experience     1.85 2.02   0.92 0.36  
 Age   -0.66 1.35 -0.49 0.63  
 Religion    1.69 0.80   2.10 0.04  
 Religiosity   -6.05 0.73  -8.30 <.0001  
 Rape (y/n)    1.37 1.18   1.16 0.25  
 Region    1.92 1.05   1.83 0.07  
      0.45 
 
Hypothesis 3. There will be more positive beliefs about addressing adolescents’ 
sexual health in WHNPs/CNMs/CMs, than in Other NPs from other specialties.  
There were no significant differences between practitioner groups (Table 4) on 
beliefs about adolescent sexual health, t = 1.67, p = .10. In addition χ2 analysis of age, 
years of experience, and region found no significant differences between groups on 
beliefs about addressing adolescent sexual health (Table 9).  
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Table 9.  
Comparison of Belief Scores Toward Adolescent Sexual Health 
χ2 comparing SABS scores  by APRN groups 
                                     WHNP/                        Other                                 
                                    CNM/CM (%)              NPs (%)                                                                        p                     
High score                    31.37                           37.84                                                                        .47       
Low score                     68.63                           62.16 
χ2 comparing SABS scores  by age groups (%) 
                           21-29          30-39          40-49          50-59          60-69          >70                         p 
High score        33.33           41.38          29.63          28.57          37.14          50.00                    .96                                                                                             
Low score         66.67           58.62          70.37          71.43          62.86          50.00                     
χ2 comparing SABS scores by years of experience 
                           1 – 5 years (%)      6 – 15 years (%)      >15 years (%)                                           p 
High score         36.36                     36.59                         32.86                    .35                             .91 
Low score          63.64                     63.41                         67.14 
χ2 comparing SABS scores  by region (%)             
                           South        Northeast    Midwest      Northwest/          Southwest/                     
                                                                                         Pacific                    Mountain                      p     
High score         33.33         55.88           44.44            25.00                         44.44                       .31                                            
Low score          66.67         44.12           55.56            75.00                         55.56                               
 
 
 
Stepwise multiple logistic regression was used to determine if years of 
experience, age, religion, frequency of attending religious services, history of sexual 
assault, and region predicted beliefs about adolescent sexual health in Model 1(Table 10). 
Findings indicate that these variables did not significantly predict beliefs about 
adolescent sexual health. However, when type of practitioner, WHNP/CNM/CM vs. 
Other NPs, was added as a covariate in Model 2 findings show that the WHNP/CNM/CM 
group have significantly more positive beliefs about adolescents’ sexual health than the 
Other NPs group, β  = -3.36, p = .003, but only explained 11% of the variance. Thus, 
multiple logistic regression analysis supports hypothesis 3 that the WHNP/CNM/CM 
group had more positive beliefs about addressing sexual health with adolescents than 
Other NPs (Table 10). 
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Table 10.  
Multiple Logistic Regression Findings on Beliefs 
Model Variable    β Std  
Error 
  T  
Test 
   P 
Value 
   R² 
Change 
1       
 Intercept 22.99 2.07 11.10 <.0001  
 Experience -0.53 0.81 -0.65 0.52  
 Age  0.07 0.54  0.14 0.89  
 Religion -0.24 0.32 -0.73 0.46  
 Religiosity  0.11 0.29  0.36 0.72  
 Rape (y/n) -1.57 1.10 -1.42 0.16  
 Region -0.45 0.43 -1.05 0.30  
      0.05 
2       
 Intercept 25.44 2.19 11.62 <.0001  
 APRN 
type 
-3.36 1.11 -3.03 0.003  
 Experience -0.76 0.80 -0.96 0.34  
 Age  0.19 0.53  0.37 0.72  
 Religion -0.20 0.32 -0.63 0.53  
 Religiosity  0.09 0.29  0.30 0.76  
 Rape (y/n) -0.38 0.46 -0.81 0.42  
 Region -0.51 0.42 -1.22 0.23  
      0.11 
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Open Question 
Of the 171participants who finished the survey, 29 participants (17 %) responded 
to the open question: What else would you like to tell us regarding your sexual health 
knowledge, attitudes, and beliefs related to adolescents? Five key categories emerged 
from the content analysis: Care Provision, Practice Characteristics, Need for Education, 
Attitudes and Beliefs, and Personal History Sexual Violence (Table 11).  
Category: Care provision 
The concept of ‘care provision’ emerged from the data. The provision of care was 
noted by 24% of respondents who identified constructs for care provision such as 
adolescents’ access to care and APRN healthcare providers for sexual health education, 
family planning, and abortion, for example: 
I talk sex all the time as a STI/HIV case manager, and also when doing provider 
care as a WHNP...but always have room for improvement. We have only one 
Abortion clinic now…a real change in the last few years...and I never want the 
day when a woman has no access to a safe abortion 
 
I worry about teens’ future access to family planning and abortion under 
Republicans. We need to be on alert. 
Category: Practice characteristics 
Respondents also identified characteristics of APRN practice. Over half (52%) 
described constructs of practice characteristics such as sexual history taking, sexual 
health discussions, health promotion, non-judgmental, and comfortable, for example: 
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The more you talk, in a way they understand and relate to, the safer they are 
through knowledge and the ability to clarify concerns. 
 
My comfort level discussing these issues increased with my increased knowledge 
of these things and also with my maturity and ability to be more nonjudgmental 
about sex in general. 
Among those respondents (7%) raised the construct of time in their APRN 
practice, for example: 
Time is a limiting factor in discussing sexuality at well-teen gyn appts. I ask my 
patient whether she is experiencing dyspareunia and whether she is feeling safe, 
is using contraception and condom for STI risk reduction, but unless she asks 
questions about sex or sexuality, I do not have time to initiate discussions. 
Within this category, respondents identified other practice characteristics such as 
knowledgeable, and responsibility, for example: 
I feel very comfortable working with adolescents and discussing any aspect of 
sexuality with them. It is our responsibility! 
Category: Need for education 
The ‘need for education’ of APRNs was indicated by 24% of respondents. 
Constructs identified included adolescent development, behavior, health disparities, 
LGBT, and sexual health, for example: 
NP need to have greater understanding of health disparities of LGBT youth and 
nurses need to lead the way in sexual health education. 
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On the other hand, (7%) identified the need for education of parents about 
adolescent sexual health, for example: 
I teach sexuality classes to 7,8 & 9th graders through out church, and believe that 
children need to know age appropriate information about sexuality through out 
their life span, starting as toddlers when they are potty trained.  Sexuality should 
be a "normal' part of life, but appropriate to the developmental stage. It is good to 
teach kids about sex, but it is often the PARENTS who need educated as well. 
Category: Attitudes and beliefs 
 The concept of ‘attitudes and beliefs’ of APRNs also emerged strongly from the 
data. 52% of respondents expressed personal sexual health attitudes and beliefs regarding 
adolescents. The majority of those responses (67%) indicated positive attitudes and 
beliefs related to adolescent sexuality and their right to sexual health education and 
comprehensive sexual health care, for example: 
Believe adolescents have a right to complete education on sexual issues and 
should be encouraged to discuss their feelings and experiences. They should know 
that sexual coercion of any type is unacceptable. Encourage but do not make them 
feel guilty if they do not involve their parents in their decision to be sexually 
active.  Contraception is a right that all adolescents should have available to 
them. 
 
I believe there should be open, honest discussion concerning sex with adolescents. 
Sex should not be a shameful thing. We should educate them on making healthy 
decisions regarding sex. 
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However, 33% expressed negative adolescent sexuality attitudes and sexual health 
beliefs about adolescents’ behavior, homosexuality, and abortion and identified personal 
moral and religious beliefs, although interestingly they indicated practice characteristics 
of sharing medical knowledge, responsibility, acceptance, and being non-judgmental, for 
example: 
…while I feel strongly in waiting for marriage to have sex, that is my personal 
belief and not one that I would ever force onto my patients.  I openly discuss sex 
and sexuality with my teens, knowing that most teens do not share my religious 
views. I think most women's health NPs are dedicated to supporting a woman's 
right to choose and make decisions regarding her own body.  I realize that 
women's choices may conflict with my personal beliefs and choices, but feel that 
is not for me to judge.  We have medical knowledge to share with our patients and 
I don't feel that personal beliefs of morality hinder a sharing of that knowledge. 
 
I believe in abstinence before marriage. I do not believe in abortion.  I do not 
believe in homosexuality. Having said that because we live in a fallen world, I 
want to love and accept people even though I do not agree with the choices they 
make.  Even though I do not agree with abortion, it cannot be taken away, as back 
alley, illegal abortions would be the result. It is my responsibility to show Jesus' 
love and compassion to people, not to judge.  As a nurse, it is my responsibility to 
ask the tough questions- obtain the history, no matter what the history is, even 
though I may not like the answer, because the ultimate goal is for my patients to 
be safe, fulfilled, and happy. 
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Category: Personal experience sexual violence 
The final category to emerge related to having a personal experience of sexual 
violence. Of concern, 10% of respondents to the open ended question disclosed 
experiencing sexual violence or sexual coercion in the past, such as: 
Having been sexually abused as a child…I am cognizant that everyone's 
experience with sexual history may be different than mine, and I aim to listen and 
tailor their care individually. 
Table 11.  
Categories of Responses to Open Question 
Five categories of responses (N = 29) to the question: “What else would you like to tell 
us regarding your sexual health knowledge, attitudes, and beliefs related to adolescents?” 
Category Illustrative quotation 
 
Care Provision • It is a crucial part of health care that should be provided to 
all adolescents in an open, honest, non-judgmental way by all 
healthcare providers and especially APRNs! 
• There needs to be more widespread sexual education 
provided by nurses, particularly in adolescent health clinics. 
Practice 
Characteristics 
• I am less comfortable discussing sexuality in very young girls. 
I feel very comfortable discussing sex with patients who have 
different sexual beliefs than myself. 
• The more you talk, in a way they understand and relate to, the 
safer they are through knowledge and the ability to clarify 
concerns. 
Need for 
Education 
• Education is power over unwanted pregnancies, STDs and 
sexual abuse. 
• I am in process of reading the book "adolescent brain", as I 
feel I can touch base with young women better than young 
men...so I am trying to increase my knowledge on this young 
male age group of HS level. 
• There needs to be a better way to communicate adolescent 
privacy laws to parents. There needs to be better education 
for adolescents regarding sexual health. 
• Perhaps we do not talk about sexual issues as we should in 
nursing education. When I was in my BSN program, it was an 
‘elective'. 
• Needs updating. 
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Attitudes and 
Beliefs 
  
• I strongly believe it is beneficial for both boys and girls to not 
be sexually active until they are married. It reduces 
psychological burden, pregnancy and STIs and negative 
sequelae like HPV related cancer, infertility after abortion, 
etc. 
• Sex is a normal part of adolescent development. 
• We need more open conversations about sexuality especially 
in the adolescent population. 
• Today’s adolescents are a new breed with issues of sleeping 
with male, females, or both by being confused if they are 
heterosexual, bisexual, or homosexual. They change their 
preference daily which causes much confusion for them and I 
believe this leads to more drug/alcohol abuse to numb the self 
doubt. 
Personal 
Experience 
Sexual Violence 
• And as for the questions about rape, you forgot just verbally 
coerced you into sex. I knew when to say yes for my own 
safety and I knew when saying no would've resulted in rape. 
So I went along with the sex to avoid the rape (which is its 
own kind of rape). 
 
Cronbach’s Alpha Coefficients  
Results of this study involving NPs and CNMs/CMs suggest that the SKAT 
provides an internally consistent measure of knowledge and attitudes with a Cronbach’s 
alpha of .51 for knowledge, and a Cronbach’s alpha of .92 for attitudes. The Cronbach’s 
alpha for the SABS in this study was .78. 
 Summary of Findings 
This chapter provided the results of the study including demographic information 
of participants, correlations, and multiple logistic regression models for this survey 
research. Data were collected and analyzed to determine whether there were any 
differences in adolescent sexual health knowledge, attitudes and beliefs between 
WHNPs/CNMs/CMs and Other NPs who work with adolescents in non-acute care 
settings. Comparison of the WHNP/CNM/CM group and the Other NPs group did not 
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find any significant differences in adolescent sexual health knowledge or adolescent 
sexuality attitudes.  However, the multiple logistic regression model suggested that 
religion and religiosity were significant predictors of adolescent sexuality attitudes. The 
model also indicated that WHNPs/CNMs/CMs group had significantly more positive 
beliefs about addressing adolescent’s sexual health in practice than the Other NPs group. 
In addition, χ2 of attitude scores by region of the U.S. showed that positive attitudes 
toward adolescent sexuality vary significantly, with the South having the lowest positive 
attitudes toward adolescent sexuality compared to other regions.  
The open question provided additional rich data and new knowledge about 
APRNs sexual health knowledge, attitudes, and beliefs related to adolescents.  Five key 
categories emerged from the content analysis: Care Provision, Practice Characteristics, 
Need for Education, Attitudes and Beliefs, and Personal History Sexual Violence. 
Respondents identified concerns about adolescents’ lack of access to comprehensive 
sexual health education and health care services led by APRNs, their discomfort in 
addressing adolescents’ sexual health, and personal need for further education about 
providing sexual health care to adolescents. A small number of respondents who 
expressed negative attitudes and beliefs regarding adolescent sexual activity before 
marriage, homosexuality, and abortion related to their personal moral and religious 
beliefs, also expressed positive practice characteristics in working with adolescents, such 
as being non-judgmental and accepting demonstrating not only professional values, but 
also religious values of love and compassion. Of concern is that 26% of respondents 
disclosed a personal experience of sexual violence, including sexual abuse in childhood.    
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Chapter 5: Summary & Implications for Future Research 
This study is the first to explore APRNs’ adolescent sexual health knowledge, 
attitudes, and beliefs. The purpose of this study was to determine whether there were any 
differences between WHNPs/CNMs/CMs and APRNs from other NP specialties (ANP, 
FNP, PNP, and PMHNP) regarding knowledge, attitudes, and beliefs toward adolescent 
sexual health. This section will provide a summary and synthesis of quantitative and 
qualitative findings, discuss the significance to nursing, discuss limitations of the study, 
and suggest topics for future research. Overall, the findings from this study suggest that 
although there were no significant differences in adolescent sexual health knowledge or 
adolescent sexuality attitudes between groups, the WHNP/CNM/CM group had 
significantly more positive beliefs about addressing adolescent sexual health than the 
Other NPs group, t = -3.03, p = .003.  
Knowledge, Attitudes, and Beliefs 
  Although there were no differences between groups on adolescent sexual 
knowledge, results from the current study indicate a moderately high level of adolescent 
sexual health knowledge for the total sample with little variance between the two groups 
of APRNs. These results differ from previous studies where nurses’ sexuality knowledge 
has remained the same or less since 1972, when Leif found that nursing graduates were 
less knowledgeable and had more conservative sexuality attitudes than medical students, 
college students, and graduate students (Leif & Payne, 1975; Fisher & Levin, 1983; 
Lewis & Bor, 1994). This difference may be attributed to the higher level of education in 
this sample of APRNs, who were required to have at least a Master’s degree for study 
eligibility.  
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Although there were no significant differences between WHNPs/CNMs/CMs and 
Other NPs on adolescent sexuality attitudes in the current study, stepwise multiple 
logistic regression analysis found religion (not being Christian) and religiosity (frequency 
attending religious services), were significant predictors of APRN adolescent sexuality 
attitudes. Shuman and Bohachick (1987) in their study of cardiac nurses in a community 
hospital in the northeast region of the country found that the nurses were more 
conservative in their sexual attitudes than norms reported for graduate nurses, and 
reported that the majority of participants (78%) identified their religion as Catholic.  
Lewis and Bor (1994) also found that the formal practice of religion, as defined 
by the respondents, was the factor most associated with lower levels of knowledge and 
more conservative attitudes for masturbation, sexual myths, and heterosexual 
relationships. Findings from Higgins et al. (2009) qualitative study of mental health 
nurses in Ireland related to their theory of ‘Weaving the veil’ of socialized inhibition 
(Higgins et al., 2008), suggested that participants beliefs about sexuality were reinforced 
in faith-based school education (‘Beginning the weave’) where they experienced a 
discourse that depicted sexuality as being sinful outside of marriage, instead of a source 
of intimacy and pleasure, with a focus on heterosexual relationships. Participants also 
identified that nursing education curricula and practice related to sexuality placed an 
emphasis on biological function and sexual disorders (‘Thickening the strands’), and 
were uncomfortable and lacked confidence in addressing client’s sexual issues in 
practice. Participants also identified the lack of role models in nurse education and the 
practice environment in regards to discussing sexual issues with clients, which Higgins et 
al. (2008) termed ‘Fusing the strands’ of socialized inhibition.  In a more recent study 
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from Israel of nurses’ and nursing students’ attitudes towards late abortions, Ben Natan 
and Melitz, (2011) found the level of religious observance to be the most significant 
predictor of participants’ attitudes towards late abortions, as negative attitudes increased 
with higher religious observance.   
Findings supported the third hypothesis that the WHNP/CNM/CM group had 
significantly more positive beliefs about addressing adolescents’ sexual health in practice 
than the Other NPs group, t = -3.03, p = .003, but only explained 11% of the variance, 
which means that other variables not assessed in the current study would explain more of 
the variance. Magnan et al. (2005) in a study of nurses working with medical, surgical, 
and oncology patients in a large metropolitan medical center in the Midwest found that 
70.2% reported not making time to discuss sexuality with patients, 47.9% experienced 
discomfort discussing sexuality, and 78.3% did not believe that patients expect nurses to 
ask about their sexual health concerns.  
In another study of nursing students enrolled in either a traditional or accelerated 
baccalaureate nursing program, Magnan and Norris (2008) reported that SABS scores 
were significantly lower (more positive beliefs), p = .005, for students who indicated they 
received sexual health education in nursing school compared to those who indicated 
having no sexual health education. Regardless of student level in the nursing program, 
66.4% did not believe that patients expect nurses to ask about their sexual health 
concerns and 67.9% responded that they did not make time to discuss sexual concerns 
with patients. Doherty et al. (2011) in a study of cardiac rehabilitation staff in Ireland 
found that staff believed that patients do not expect them to ask about their sexual 
concerns and reported barriers included overall lack of confidence (45%), knowledge 
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(58%), and training (85%). The current study was the first to assess APRN knowledge, 
attitudes and beliefs toward adolescent sexuality, so there is no comparison to extant 
literature. More research is needed to substantiate the current findings.    
Supplementary Quantitative Findings 
An interesting supplementary finding from the current study by χ2 analysis found 
that attitudes toward adolescent sexuality varied significantly between the Northeast, 
Midwest, Northwest/Pacific, Southwest/Mountain, and South regions of the United 
States, p < .01. Although the χ2 analysis  showed that the South had the lowest percentage 
of high attitude scores, results from the stepwise multiple regression of region of the 
country on attitudes toward adolescent sexuality only trended towards significance, p = 
.07. However, the study was not powered on this finding. The South region was used as 
the reference category in the stepwise multiple regression model because the South 
region had the lowest percentage of high scores in the χ2 analysis.  Further research is 
needed to explore this trend. 
Additional findings in the current study include a significant positive correlation 
between knowledge and attitudes toward adolescent sexual health only in the 
WHNP/CNM/CM group, indicating that higher adolescent sexual health knowledge was 
associated with more positive adolescent sexuality attitudes in the WHNP/CNM/CM 
group. This is a similar finding to Lewis and Bor’s (1994) study of registered general 
nurses in London, England where higher knowledge scores were correlated to higher 
attitudinal scores, indicating more positive sexuality attitudes. However, they found that 
this relationship was not equally strong for all attitude subscales in the SKAT, implying 
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that there were other influencing factors which affect attitudes to abortion and 
heterosexual attitudes more than attitudes to sexual myths and masturbation.   
In an earlier study of oncology nurses Fisher and Levin (1983) also identified 
mixed results related to a direct correlation between knowledge and attitudes where 
higher knowledge scores were correlated to positive attitudes regarding sexual myths and 
masturbation, but there was no such relationship between knowledge and attitudes 
regarding heterosexual relationships and abortion. The researchers attributed this to the 
presence of greater emotion in abortion and heterosexual relations attitudes. Lewis and 
Bor (1994) discussed that it is difficult to change attitudes to emotive concepts like 
abortion and heterosexual relations through knowledge, the cognitive component, 
because these have a strong affective element. They suggested that nurses need a 
foundation of sexual health education to develop awareness about their own sexuality and 
personal biases, then guidance to learn to separate these from their professional role and 
values in order to deliver non-judgmental care to patients.  
Magnan and Norris (2008) added that in nursing education sexual health theory 
needs to be integrated into practice to equip students with sexuality communication skills 
to overcome discomfort and perceived barriers, such as making time to address patients’ 
sexual concerns. The findings of the current study suggest that having sexual health 
knowledge may not be enough to change sexuality attitudes and beliefs about addressing 
sexual health, as other researchers have discussed (Fisher & Levin, 1983; Webb, 1988; 
Volpe & Wertheimer, 2004; Magnan & Norris, 2008). 
One final quantitative supplemental finding is concerning in that 26% of 
participants in this survey reported they had experienced rape. This figure is higher than 
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the estimated 19.3% of women raped in their lifetime reported in the National Intimate 
Partner and Sexual Violence Survey, United States, 2011 (Breiding et al., 2014). In 
addition, 7% of respondents to the open question disclosed personal experience of sexual 
violence, including sexual abuse in childhood. Stepwise multiple regression findings did 
not indicate that history of sexual violence predicted APRN knowledge, attitudes, and 
beliefs toward adolescent sexuality. However, the experience of sexual violence as an 
influencing factor on some APRNs’ choice to work in the field of adolescent sexual 
health needs to be further explored. 
Qualitative Findings 
In addition to the quantitative items, participants were asked to respond to the 
following question, “What else would you like to tell us regarding your sexual health 
knowledge, attitudes, and beliefs related to adolescents?” Responses were coded and five 
categories emerged including: a) care provision, b) practice characteristics, c) need for 
education, d) attitudes and beliefs, and e) personal history sexual violence.  The 
categories and constructs derived from the responses provide further insight into APRNs’ 
sexual health knowledge, sexuality attitudes and beliefs towards adolescents. Although 
only 17% (n = 29) of participants who finished the survey (n = 171) answered the open 
question, there were no differences with respect to demographics, knowledge, attitudes, 
or beliefs, compared to those who did not answer this question. A few respondents 
expressed personal religious beliefs while also expressing negative adolescent sexuality 
attitudes and sexual health beliefs about adolescents’ sexual behavior, homosexuality, 
and abortion. These qualitative findings provide additional support to the quantitative 
findings by regression analysis that religion (not being Christian) and religiosity 
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(frequency attending religious services), were significant predictors of APRN adolescent 
sexuality attitudes. The qualitative finding of 10% of respondents disclosing they had 
experienced sexual violence or sexual coercion in the past supports the quantitative 
findings about sexual violence experience. 
Respondents identified several issues and concerns that further support the 
quantitative findings, such as adolescents’ lack of access to comprehensive sexual health 
education and sexual health care services led by APRNs, the need for their own further 
education related to adolescent sexual health, and their discomfort in addressing 
adolescent’s sexual health. The small number of respondents who expressed negative 
adolescent sexuality attitudes and sexual health beliefs related to their personal moral and 
religious beliefs, also had positive practice characteristics, such as discussing sexual 
health concerns with adolescents, being non-judgmental and accepting, sharing medical 
knowledge, and demonstrating professional responsibility. It may be possible for APRNs 
to learn to separate their personal adolescent sexuality attitudes and adolescent sexual 
health beliefs from their professional values and role in working with adolescents in a 
variety of outpatient practice settings. In addition, findings suggest that religious values 
of love and compassion may also be helpful. Because this study was the first to assess 
APRN knowledge, attitudes and beliefs toward adolescent sexuality, there is no 
comparison to existing literature. More research is needed to substantiate the current 
findings.  
Conclusion  
 Overall, the findings from this study suggest there was high adolescent sexuality 
knowledge among all APRNs in this sample that may be attributed to higher levels of 
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education; no significant differences in adolescent sexual health knowledge or adolescent 
sexuality attitudes between groups; and the WHNP/CNM/CM group had significantly 
more positive beliefs about addressing adolescent sexual health than the Other NPs 
group. In addition, this study found a significant correlation between APRN adolescent 
sexual knowledge and adolescent sexual attitudes. Additional findings suggest that 
religion and religiosity predicted APRN adolescent sexual health attitudes, but that 
APRNS are capable of providing non-judgmental adolescent sexual healthcare despite 
personal attitudes. Results also suggest that 26% of the sample indicated experience with 
lifetime sexual violence, but this did not predict APRN knowledge, attitudes and beliefs 
about adolescent sexual health. Qualitative findings suggest that participants were 
concerned with adolescents’ lack of access to comprehensive sexual health education and 
sexual health care services led by APRNs, the need for their own further education 
related to adolescent sexual health, and their discomfort in addressing adolescent’s sexual 
health.  
The findings of the current study suggest that having sexual health knowledge 
may not be enough to change sexuality attitudes and beliefs about addressing sexual 
health. Nursing education on sexual health theory needs to be integrated into practice to 
equip students with communication skills specifically related to sexuality to overcome 
discomfort and perceived barriers, such as making time to address adolescent sexual 
concerns regardless of personal, moral, or religious beliefs. The findings also suggest that 
more sexual health education in nurse curricula at all levels, which includes role 
modeling and clinical practice experiences, need to be provided to nurses and APRNs 
related to adolescent sexual health. In addition, addressing adolescents’ sexual health 
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issues and concerns are an expected component of APRN practice in order to improve 
adolescent access to comprehensive sexual health education and sexual health care 
services led by APRNs. Students and APRNs with personal moral or religious beliefs and 
sexuality attitudes that conflict with their adolescent clients’ sexual health concerns and 
needs may benefit from interprofessional sexual health education and professional 
development that includes group work, simulation, and role modeling using controversial  
practice situations to explore the ethical and legal considerations and using professional 
values, as well as religious values of love and compassion.   
Significance to Nursing 
WHNPs/CNMs/CMs and other NPs are already working in a variety of non-acute 
care settings and are well positioned to provide preventative sexual and reproductive 
health care to adolescents. However, it is important that they are equipped with 
knowledge and practice skills and personal comfort to be able to address sexual health 
issues and concerns specific to this vulnerable population and to improve adolescent 
access to sexual healthcare services.   
Educational programs for WHNPs/CNMs/CMs and other NPs should continue to 
include competency-based curriculum that promotes interprofessional education with 
program outcomes and student learning outcomes for adolescent sexual health 
(Schumacher & Risco, 2017). All undergraduate and postgraduate nursing programs, as 
well as DNP programs need to embed curricular competencies for the care of adolescents 
with outcomes for prevention and protection of adolescents’ sexual health. Competencies 
should include examining one’s own sexuality attitudes and beliefs, enhancing effective 
communication with adolescents,  developing comfort in taking a sexual health history 
64 
  
and initiating sexual health discussions, identifying and reducing risks such as intimate 
partner and sexual violence, and promoting adolescents’ sexual health and wellbeing. For 
example, the unintended pregnancy prevention and care (UPPC) essential competencies, 
a framework of 27 core competencies to integrate into nursing education curricula can be 
used (Hewitt & Cappiello, 2015). The web-based UPPC Essential Competencies 
Resource Guide (http://provideaccess.org/resources/nursing/nursingcurriculum/) provides 
teaching resources and materials for faculty to adopt into their existing program curricula, 
and can also be used by nursing students and APRNs for their education, with the aim of 
improving health care services and outcomes related to unintended pregnancy for 
adolescents and women. The Association of Reproductive Health Professionals 
(arhp.org) is another source for free web-based professional education that covers a range 
of sexual and reproductive health care topics and policy and advocacy information.      
Nursing programs at all levels should also develop an interprofessional 
competency-based approach with role modeling embedded within their curricula to 
address controversial nursing practice situations, including those related to sexual health, 
and the moral, ethical and legal considerations in decision-making. As this study showed, 
some APRNs have cultural, moral, or religious beliefs and sexuality attitudes that may 
conflict with their adolescent clients’ sexual identity, gender identity, or decisions about 
their own body and sexual health, for example in unintended pregnancy prevention which 
includes education, contraception, emergency contraception, and abortion services. 
However, professional values, as well as faith-based education around compassion may 
be helpful.  Additionally, all registered nurses need to have knowledge and understanding 
about the American Nurses Association (ANA) 2015 ANA Code of Ethics with 
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Interpretive Statements and federal statutes pertaining to conscience rights and 
conscientious objection in order to provide an ethical framework for adolescent sexual 
healthcare.  
The study also showed that several respondents had themselves been a victim of 
sexual violence or rape. The ongoing National Intimate Partner and Sexual Violence 
Survey in the U.S. reported that nearly one in five women (19%) have been raped in their 
lifetime and 40% of those female victims experienced their first rape before the age of 18 
(Breiding et al., 2014), so it is imperative that APRNs’ screen adolescents for sexual and 
intimate partner violence, report abuse, and ensure follow-up care. APRNs need to be 
comfortable discussing this sensitive sexual health topic during adolescent client 
consultations, and also when providing sexual health education to both adolescents and 
nursing students despite personal experience or lack of experience with sexual violence.   
APRNs also need to have clarity about their scope of practice within their state’s 
nurse practice act and any collaborating practice agreement they may have (Dolan, 2017).  
Faculty who teach in nursing programs or in continuing professional development in 
outpatient practice settings should include curricular or program outcomes-based 
competencies for moral, ethical, and legal reasoning and decision-making in situations of 
ethical conflict (McMullen & Philipsen, 2017), particularly controversial situations in 
adolescent reproductive and sexual health. Nursing faculty, mentors, and preceptors can 
use a variety of moral-ethical decision-making tools and resources to teach nursing 
students and APN students about moral courage and preventing moral distress and also 
act as role models for their students in practice (Dolan, 2017). This can be done through 
simulated controversial cases studies and real clinical practice experiences. Students 
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should be guided to reflect about these difficult situations and also to reflect about their 
own values, moral or religious beliefs, and sexuality attitudes that may arise during the 
sexual health care of adolescents and cause a conflict of conscience (McMullen & 
Philipsen, 2017).     
Limitations 
Within the study there were several limitations that may affect generalization of 
the results. First, the study originally planned to include a relatively equal number of 
WHNPs/ CNMs/CMs in one group and Other NPs in the comparison group from a 
random sample, but lack of external funding and time constraints prevented advertising 
the online survey with the national professional organizations AANP and AWHONN to 
ensure equivalent numbers of participants in each group, and only NPWH and NPA- New 
York State advertised the survey invitation in their e-newsletter.  
A second limitation is the sample size and the number of participants who 
dropped out after consenting to the survey. Of the 225 participants who consented to the 
survey, 204 participants completed the demographic items, but only 178 participants 
continued the survey and completed the SKAT items. However, a further seven 
participants dropped out before responding to the SABS and NVAWS items, which left 
171 participants who finished the survey. Although the response rate is considered 
adequate for the study, the small sample size limits testing differences between the 
WHNP/CNM/CM group and the Other NPs group. Results of the p values trend with 
logistic regression of both knowledge and attitudes between the WHNP/CNM/CM group 
and Other NPs group suggests differences, and a larger sample size may show significant 
results.  Findings from this study suggest that WHNPs/CNMs/CMs have more positive 
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beliefs about addressing adolescent sexual health than other NPs, so they may be more 
comfortable in participating in research about sexuality.  
Another limitation is the SKAT knowledge questions, with many excluded in this 
study because they were not related to adolescents or were outdated. Comparing 
knowledge scores by the two APRN groups suggests the WHNP/CNM/CM group 
trending towards more adolescent sexual health knowledge which reaffirmed the 
researcher’s intuition that the knowledge questions in this study are too basic for APRNs. 
In addition, results of logistic regression of adolescent sexual health knowledge suggest 
that the variables of religion, region of the country, and personal experience of rape could 
have an effect on knowledge with more advanced knowledge questions in the survey.   
A further limitation to the study is that APRNs needed access to a computing 
device to participate in the online web-based survey at a convenient time and place. 
Those without access to a computing devise were not able to take part in the survey.  The 
self-report method of the survey was also a limitation. In answering the SKAT 
knowledge section of the survey, it is possible that participants used other sources of 
information  (e.g. world wide web, texts, journal articles) to influence responses. 
Although this is unknown, it could have influenced higher knowledge scores and low 
variance between both groups of APRNs.  
Another potential limitation was that survey responses were not forced because of 
the sensitive nature of sexuality surveys. After 204 participants provided responses for 
the demographic items, the number of participants decreased to 178 who continued the 
survey and responded to the 48 SKAT items. This decreased further to 171 participants 
who continued the survey and responded to the twelve SABS items and the five NVAWS 
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items and finished the survey. Some of these participants may have experienced survey 
fatigue due to the number of items and estimated time of up to15 minutes to complete the 
survey, despite having a visible progress bar. There is the possibility of the Hawthorne 
effect due to a participant’s awareness that their knowledge, attitudes, and beliefs were 
being tested. Other limitations of the study were excluding APRNs with certificate 
education preparation who were ‘grandfathered’ during the past period of transition in the 
nursing profession to a Master’s degree for APRNs, and excluding APRNs who were not 
currently licensed and/or certified or who could not speak, read, or understand English. 
Finally, the low response rate to the last qualitative question of the survey limits 
generalization of the results.     
Recommendations for Future Research 
The relationship between APRNs’ adolescent sexual health knowledge, sexuality 
attitudes, and beliefs about addressing adolescents’ sexual health in healthcare settings 
has not been investigated until the current study. Further research needs to be done with a 
larger sample size and more advanced knowledge questions for APRNs. Redesigning the 
questionnaire with more advanced knowledge questions related to contemporary 
adolescent sexual health, such as HPV and the HPV vaccine, contraceptive methods and 
emergency contraception, and sexually transmitted infections, could change results. 
Research is also needed to further understand APRNs’ personal sexuality attitudes 
and sexual health beliefs in relation to their professional values and religious values in 
working with adolescents in a variety of outpatient practice settings. Redesigning 
religiosity questions in the survey beyond church attendance may contribute more 
knowledge about religious compassion and acceptance vs. condemnation. A similar study 
69 
  
using a mixed methods approach should be conducted with larger groups of APRNs from 
across the nation who work with adolescents in urban and rural out-patient settings to 
explore this.  
Studies could also be conducted using a before and after educational intervention, 
such as Volpe and Wertheimer’s (2004) study of developing and presenting a sexuality 
education program which includes case scenarios and role modeling, and administering a 
pretest at the start of the program, and a posttest at the conclusion of the program, but 
with a redesigned questionnaire with more advanced knowledge questions. This type of 
study should also be done to evaluate nurse practitioner and midwifery sexual health 
education curricula to compare students’ sexual health knowledge, attitudes and beliefs 
before the course, with students’ sexual health knowledge, attitudes and beliefs after the 
course.  Furthermore, comparative studies should be conducted to evaluate adolescent 
sexual health knowledge, attitudes and beliefs among APRN faculty educators and APRN 
students in both inpatient and outpatient settings, including mental health settings, 
especially as adolescent sexual health and wellbeing is high on the nation’s public health 
agenda. In light of findings from this study, other research areas to consider include 
exploring the influence of personal experience with sexual violence on choice of an 
APRN career working in adolescent sexual health, exploring the effect of religion and 
religiosity among APRNs and how they use professional values and religious values to 
provide good comprehensive adolescent sexual health care, and further exploring 
regional differences regarding APRNs’ attitudes toward adolescent sexuality since results 
trended toward significance.  
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APPENDIX B: Study Consent 
Drexel University Consent to Take Part In a Research Study     
 
1. Title of research study: Sexual Health Knowledge, Attitudes, and Beliefs 
Among Nurse Practitioners and Certified Nurse Midwives Who Work with 
Adolescents in Non-acute Care Settings      
 
2. Researcher:  Barbara Posmontier, Principal Investigator & Julia Minoia, Co-
Investigator.      
 
3. Why you are being invited to take part in a research study:      
We invite you to take part in a research study because you are a Nurse 
Practitioner or Midwife who works with adolescents in a non-acute care 
setting.      
 
4. What you should know about a research study:  
• This consent will explain this research study to you. 
• Whether or not you take part is up to you.   
• You can choose not to take part.  
• You can agree to take part now and change your mind later.  
• If you decide to not be a part of this research no one will hold it against 
you.  ·          
• Feel free to ask all the questions you want before you decide.      
 
5. Who can you talk to about this research study?      
If you have questions, concerns, or complaints, or think the research has hurt 
you, talk to the research team at: Julia Minoia- email jim32@drexel.edu; Tel. 
607-625-2228.  This research has been reviewed and approved by an 
Institutional Review Board (IRB). An IRB reviews research projects so that 
steps are taken to protect the rights and welfare of human subjects taking part 
in research.  You may talk to them at (215) 762-3944 or email 
HRPP@drexel.edu for any of the following:   
• Your questions, concerns, or complaints are not being answered by the 
research team.   
• You cannot reach the research team.   
• You want to talk to someone besides the research team.   
• You have questions about your rights as a research subject.   
• You want to get information or provide input about this research.      
 
6. Why are we doing this research?      
We are conducting this survey to learn more about the sexual health 
knowledge, attitudes, and beliefs among Nurse Practitioners (NPs) and 
Certified Nurse Midwives/Certified Midwives (CNMs/CMs) who work with any 
adolescents in non-acute care settings. As sexuality issues are a core 
concern in adolescent health, and with NPs and CNMs/CMs increasingly 
providing comprehensive primary health care services to adolescents, the 
85 
  
literature demonstrates that there is a need for health care providers to have 
more knowledge and understanding about human sexuality in order to 
improve sexual health. No studies have been recorded about NPs’ and 
CNMs’/CMs’ sexuality knowledge, attitudes, and beliefs, particularly regarding 
adolescents. Your answers will help inform NP and CNM/CM education and 
training opportunities to improve adolescent sexual health.        
 
7. How long will the research last?      
We expect that this survey should take 15 minutes to complete.        
 
8. How many people will be studied?      
We expect about 160 people will be in this research study nationally.      
 
9. What happens if I say yes, I want to be in this research?      
You will be directed to the first question of the online survey. The survey can 
be done in your own time from your home or office on your PC, laptop, tablet 
or Smartphone. All of your responses to the survey questions are anonymous 
and confidential. You may stop the survey at any time.        
 
10. What are my responsibilities if I take part in this research?     
If you take part in this research, it is very important that you:            
• Try to answer all the questions in the survey.        
 
11. What happens if I do not want to be in this research?      
You may decide not to take part in the research and it will not be held against 
you.        
 
12. What happens if I say yes, but I change my mind later?      
If you agree to take part in the research now and stop at any time it will not be 
held against you.      
 
13. Is there any way being in this study could be bad for me?      
There are no known risks to you from participating in this study.      
 
14. Do I have to pay for anything while I am on this study?      
There is no cost to you for participating in this study.         
 
15. What happens to the information we collect?      
Efforts will be made to limit your personal information in this research study to 
people who have a need to review this information. We cannot promise 
complete secrecy. Organizations that may inspect and copy your information 
include the IRB and other representatives of this organization.        
 
16. What else do I need to know?      
This research study is being done by Drexel University.        
 
Do you agree to this consent? 
 yes (1) 
 No (2) 
If No Is Selected, Then Skip To End of Survey 
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APPENDIX C: Study Advertisement 
 
 
 
Drexel University  
Recruiting Volunteers for a Research Study 
 
Research Title  
A study of the sexual health knowledge, attitudes, and beliefs among Nurse 
Practitioners and Certified Nurse Midwives/Certified Midwives who work with 
adolescents in non-acute care settings  
 
Research Objectives 
As sexuality issues are a core concern in adolescent health, and with Nurse Practitioners 
(NPs) and Certified Nurse Midwives/Certified Midwives (CNMs/CMs) increasingly 
providing comprehensive primary health care services to adolescents, the literature 
demonstrates that there is a need for health care providers to have more knowledge and 
understanding about human sexuality in order to improve sexual health. We are conducting 
this survey to learn more about the sexual health knowledge, attitudes, and beliefs among 
NPs and CNMs/CMs who have worked with any adolescents between the ages of 11 - 18 in 
non-acute care settings. Your answers will help inform NP and CNM/CM education and 
training opportunities to improve adolescent sexual health. Your participation in this survey 
is voluntary, anonymous, and confidential. The survey takes approximately 10-15 minutes 
to complete. 
 
Information for Research Subjects Eligibility  
You can participate in this study if you are a certified/licensed Nurse Practitioner (NP) in the 
specialty of Women’s Health (WHNP), Adult (ANP), Family (FNP), Pediatric (PNP), or 
Psychiatric/Mental Health (PMHNP), and/or a Certified Nurse Midwife/Certified Midwife 
(CNM/CM), who is 21 to 70 or more years of age, with at least a Master’s degree, who has 
provided care to any adolescents between the ages of 11-18 in a non-acute care setting(s). 
You must also be able to read English and have an access to the Internet. If you meet these 
criteria, please click on the survey link below or copy the survey link into your web browser: 
 
https://drexel.qualtrics.com/SE/?SID=SV_82nwnVuSFRV9bi5  
 
Person to contact for further information  
This research is approved by the Institutional Review Board. 
If you have any questions about this study, please contact:  
 
Julia Minoia 
Email: jim32@drexel.edu ;Tel. (607) 625-2228  
 
This research is conducted by a researcher who is a member of Drexel University  
 
 
 
 
APPROVED  
Human Research Protection  
Protocol # 1609004861  
Approval Date: 11/03/2016 
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APPENDIX D: Study Survey 
 
D1 Please provide the following information about yourself: Are you a Nurse 
Practitioner or Certified Nurse Midwife/Certified Midwife who works with any 
adolescents between 11 - 18 years of age in a non-acute care setting? 
 Yes (1) 
 No (2) 
If No Is Selected, Then Skip To End of Survey 
 
D2 What is your gender? 
 Female (1) 
 Male (2) 
 Transgender (3) 
 Other (Please specify) (4) ____________________ 
 
D3 What is your age in years? 
 21 - 29 (1) 
 30 - 39 (2) 
 40 - 49 (3) 
 50 - 59 (4) 
 60 - 69 (5) 
 70 or greater (6) 
 
D4 What is your race/ethnicity? 
 Asian/Pacific Islander (1) 
 Black/African-American (2) 
 White/Caucasian (3) 
 Hispanic/Latino (4) 
 American Indian (5) 
 Other (Please specify) (6) ____________________ 
 
D5 What is your relationship status? 
 Married/Partnered/Engaged (1) 
 Single: Casual dating (2) 
 Single: Dating one person (3) 
 Single: Not currently dating anyone (4) 
 Divorced/Separated (5) 
 Widowed (6) 
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D6 Which of the following best describes your sexual identity? 
 Heterosexual/Straight (1) 
 Lesbian (2) 
 Gay (3) 
 Queer (4) 
 Bisexual (5) 
 Do not identify (6) 
 Prefer not to say (7) 
 Other (Please specify) (8) ____________________ 
 
D7 What is your religious identity? 
 No religion (1) 
 Christian (2) 
 Jewish (3) 
 Muslim (4) 
 Hindu (5) 
 Sikh (6) 
 Buddhist (7) 
 Other (Please specify) (8) ____________________ 
 
D8 How frequently do you attend religious services? 
 Never (1) 
 1 - 4 times/year (2) 
 5 - 12 times/year (3) 
 2 - 3 times/month (4) 
 Once a week (5) 
 More than once a week (6) 
 
D9 How would you describe yourself professionally? (Choose all that apply) 
 Adult Nurse Practitioner (1) 
 Family Nurse Practitioner (2) 
 Pediatric Nurse Practitioner (3) 
 Psychiatric/Mental Health Nurse Practitioner (4) 
 OB/GYN or Women's Health Nurse Practitioner (5) 
 Certified Nurse Midwife/Certified Midwife (6) 
 Other (Please specify) (7) ____________________ 
 
D10 How many years have you been a NP or CNM/CM? 
 1 - 5 years (1) 
 6 - 15 years (2) 
 16 or more years (3) 
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D11 How would you describe your primary practice setting? 
 Private physician office/practice (1) 
 Private NP and/or CNM/CM office/practice (2) 
 Urgent care clinic (3) 
 School/College health service (4) 
 Health department (5) 
 Rural health clinic (6) 
 Mental health center (7) 
 Family planning clinic/center (8) 
 Faith-based clinic (9) 
 Academic setting (10) 
 Other (Please specify) (11) ____________________ 
 
D12 What percent of your patients are between the ages of 11 - 18? 
______ Percent of patients (1) 
 
SKAT1 Please indicate your position on each statement using the following 
alternatives: True   FalseA women does not have the physiologic capacity to have as 
intense an orgasm as a man. 
 True (1) 
 False (2) 
 
SKAT2 The use of a condom is the most reliable of the various contraceptive 
methods. 
 True (1) 
 False (2) 
 
SKAT3 There are two kinds of physiological orgastic responses in women, one 
clitoral and the other vaginal. 
 True (1) 
 False (2) 
 
SKAT4 Impotence is almost always a psychogenic disorder. 
 True (1) 
 False (2) 
 
Skat5 In responsive women, non-coital stimulation tends to produce a more intensive 
physiological orgastic response than does coitus. 
 True (1) 
 False (2) 
 
SKAT6 The onset of secondary impotence (impotence preceded by a period of 
potency) is often associated with the influence of alcohol. 
 True (1) 
 False (2) 
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SKAT7 Direct contact between penis and clitoris is needed to produce female orgasm 
during intercourse. 
 True (1) 
 False (2) 
 
SKAT8 For a period of time following orgasm, women are not able to respond to 
further sexual stimulation. 
 True (1) 
 False (2) 
 
SKAT9 Certain conditions of mental and emotional instability are demonstrably 
caused by masturbation. 
 True (1) 
 False (2) 
 
SKAT10 Douching is an effective form of contraception. 
 True (1) 
 False (2) 
 
SKAT11 A women's chances of conceiving are greatly enhanced if she has an 
orgasm. 
 True (1) 
 False (2) 
 
SKAT12 Alcohol, drugs, and tobacco most often negatively affect a person's sexual 
performance. 
 True (1) 
 False (2) 
 
SKAT13 Please choose the correct answer for the following six questions. When 
taking a patient's sexual history, what types of questions should be asked? 
 Confrontational (1) 
 Direct (2) 
 Open-ended (3) 
 Judgemental (4) 
 
SKAT14 Annon's PLISSIT model is used for: 
 Viewing sexual relationships (1) 
 Measuring sexual dysfunction (2) 
 Defining sexuality (3) 
 Sexual assessment (4) 
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SKAT15 Another name for mutual body-pleasuring exercises is called? 
 Masturbation (1) 
 Sexual Intercourse (2) 
 Sensate Focus (3) 
 Fellatio (4) 
 
SKAT16 Which of the following ways may cancer affect sexuality? 
 Loss of sexual desire (1) 
 Infertility (2) 
 Distorted self-image (3) 
 Loss of pubic hair (4) 
 All of the above (5) 
 
SKAT17 Which of the following is a phase of the sexual response cycle? 
 Climax phase (1) 
 Erection phase (2) 
 Arousal phase (3) 
 Lubrication phase (4) 
 
SKAT18 The PLISSIT stands for: 
 Permission, Limited Information, Specific Information, Treatment (1) 
 Performance, Lubrication, Sexual Information, Intense Therapy (2) 
 Pregnancy, Liability, Sexual Intercourse, Treatment (3) 
 Permission, Limited Information, Specific Suggestions, Intensive Therapy (4) 
 
SKAT19 These questions pertain to adolescents between the ages of 11 - 18. Please 
provide your reaction to each of the following statements on sexual behavior in our 
culture, using one of the following alternatives:  
Strongly agree, Agree, Uncertain, Disagree, Strongly disagree.   Please be sure to 
answer every question.      
 
The spread of sex education is causing a rise in premarital intercourse. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT20 Mutual masturbation among boys is often a precursor of homosexual 
behavior. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
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SKAT21 Abortion should be permitted whenever desired by the mother. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
 
 
SKAT22 The possession of contraceptive information is often an incitement to 
promiscuity. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT23 Relieving tension by masturbation is a healthy practice. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
 
 
SKAT24 Premarital intercourse is morally undesirable. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT25 Oral-genital sex play is indicative of an excessive desire for physical 
pleasure. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT26 Parents should stop their children from masturbating. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT27 Abortion is murder. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
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SKAT28 Girls should be prohibited from engaging in self-stimulation. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT29 All abortion laws should be repealed. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
 
 
SKAT30 Strong legal measures should be taken against homosexuals. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT31 Laws requiring parental involvement to approve an abortion should be 
abolished. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
 
 
SKAT32 Sexual intercourse should occur only between married partners. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT33 The lower-class male has a higher sex drive than others. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT34 Society should offer abortion as an acceptable form of birth control. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
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SKAT35 Masturbation is generally unhealthy. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT36 A physician has the responsibility to inform the husband or parents of any 
female he aborts. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT37 Promiscuity is widespread on college campuses today. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT38 Abortion should be disapproved of under all circumstances. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT39 Boys should be encouraged to masturbate. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
 
 
SKAT40 Abortions should not be permitted after the twentieth week of pregnancy. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT41 Experiences of seeing family members in the nude arouse undue curiosity in 
children. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
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SKAT42 Legal abortion should be restricted to hospitals. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT43 Masturbation among girls is a frequent cause of frigidity. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT44 Lower-class women are typically quite sexually responsive. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT45 Abortion is greater evil than bringing an unwanted child into the world. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT46 Mutual masturbation in childhood should be prohibited. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT47 Virginity among unmarried girls should be encouraged in our society. 
 Strongly agree 
(1) 
Agree (2) Uncertain (3) Disagree (4) Strongly 
disagree (5) 
. (1)           
 
 
SKAT48 Masturbation is acceptable when the objective is simply the attainment of 
sensory enjoyment. 
 Strongly agree 
(5) 
Agree (4) Uncertain (3) Disagree (2) Strongly 
disagree (1) 
. (1)           
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SABS1 These questions pertain to adolescents between the ages of 11 - 18. There are 
six numbers after each statement below. Choose the number that best represents your 
agreement or disagreement with each statement.      
 
Discussing sexuality is essential to patients' health outcomes. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 5 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS2 I understand how my patients' diseases and treatments might affect their 
sexuality. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 5 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS3 I am uncomfortable about talking about sexual issues. 
 Strongly 
Disagree 1 
(1) 
2 (2) 3 (3) 4 (4) 5 (5) Strongly 
Agree 6 (6) 
. (1)             
 
 
SABS4 I am more comfortable talking about sexual issues with my patients than are 
most of the nurses I work with. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 5 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS5 I make time to discuss sexual concerns with my patients. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 4 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS6 Whenever patients ask me a sexually related question, I advise them to 
discuss the matter with their physician. 
 Strongly 
Disagree 1 
(1) 
2 (2) 3 (3) 4 (4) 5 (5) Strongly 
Agree 6 (6) 
. (1)             
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SABS7 I feel confident in my ability to address patients' sexual concerns. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 5 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS8 Sexuality is too private an issue to discuss with patients. 
 Strongly 
Disagree 1 
(1) 
2 (2) 3 (3) 4 (4) 5 (5) Strongly 
Agree 6 (6) 
. (1)             
 
 
SABS9 Giving a patient permission to talk about sexual concerns is a nursing 
responsibility. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 5 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS10 Sexuality should be discussed only if initiated by the patient. 
 Strongly 
Disagree 1 
(1) 
2 (2) 3 (3) 4 (4) 5 (5) Strongly 
Agree 6 (6) 
. (1)             
 
 
SABS11 Patients expect nurses to ask about their sexual concerns. 
 Strongly 
Disagree 1 
(6) 
2 (5) 3 (4) 4 (3) 5 (2) Strongly 
Agree 6 (1) 
. (1)             
 
 
SABS12 Please choose one answer for this next question.     
 
I am most comfortable discussing sexuality with the following age groups: 
 11 - 12 years of age (1) 
 13 - 15 years of age (2) 
 16 - 18 years of age (3) 
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NVAWS1 Please choose one answer for the following five questions.     
 
[Female respondents only] Has a man or boy ever made you have sex by using force 
or threatening to harm you or someone close to you? Just so there is no mistake, by 
sex we mean putting his penis in your vagina. 
 Yes (1) 
 No (2) 
 I choose not to answer (3) 
 
NVAWS2 Has anyone, male or female, ever made you have oral sex by force or 
threat of force? Just so there is no mistake, by oral sex we mean that a man or boy put 
his penis in your mouth, or someone, male or female, penetrated your vagina or anus 
with their mouth. 
 Yes (1) 
 No (2) 
 I choose not to answer (3) 
 
NVAWS3 Has anyone ever made you have anal sex by using force or threat of 
force? Just so there is no mistake, by anal sex we mean that a man or boy put his penis 
in your anus. 
 Yes (1) 
 No (2) 
 I choose not to answer (3) 
 
NVAWS4 Has anyone, male or female, ever put fingers or objects in your vagina or 
anus against your will or by using force or threats? 
 Yes (1) 
 No (2) 
 I choose not to answer (3) 
 
NVAWS5 Has anyone, male or female, ever attempted to make you have vaginal, 
oral, or anal sex against your will but intercourse or penetration did not occur? 
 Yes (1) 
 No (2) 
 I choose not to answer (3) 
 
Open question:   
What else would you like to tell us regarding your sexual health knowledge, attitudes, 
and beliefs related to adolescents? 
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